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 Background:  Compassion fatigue is defined as the emotional and physical 
exhaustion that can affect helping professionals and caregivers over time. Certified 
nursing assistants (CNAs) are at high-risk for compassion fatigue due to their daily 
exposure to those who are suffering from a myriad of chronic medical and behavioral 
illnesses along with repeated workplace stressors. If not addressed early, compassion 
fatigue can adversely impact a CNA’s wellbeing and quality of resident care. 
Compassion fatigue is associated with high absenteeism, high turnover, and low retention 
rates. Despite these challenges, there is no published research on the effects of a 
workplace compassion fatigue awareness and self-care skills educational program for 
CNAs caring for veterans in nursing homes. 
 Purpose: The purpose of this evidence-based quality improvement project was to 
explore the outcomes of a 90-minute workplace educational program addressing 
compassion fatigue awareness and the use of self-care skills among CNAs working in a 
nursing home.  
 Method:  A quasi-experimental design was utilized in a state-run 90-bed 
veteran’s nursing home. A seven-question demographic survey and Professional Quality 
of Life Scale (Pro QOL-Version 5) tool was used to measure CNAs’ level of compassion 
satisfaction, burnout and secondary traumatic stress at three intervals: pre-intervention, 
one-month post-intervention, and three-months post-intervention.  
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 Results:  Forty-five CNAs participated in the intervention. One-month post-
intervention scores indicated the 90-minute intervention was successful in increasing 
compassion satisfaction, decreasing burnout, and secondary traumatic stress known as 
compassion fatigue. Three-month post-intervention scores revealed the intervention was 
successful in sustaining low burnout and compassion fatigue scores. Retention increased 
among CNAs and the use of supplemental agency staff decreased within the facility.  
 Conclusions:  By bringing awareness to effects of compassion fatigue and self-
care skill strategies in the workplace, CNAs can develop physical and mental resilience to 
workplace stressors that can ultimately lead to an increase in CNA retention and 
improved quality of care and resident outcomes. 
 Implications: CNAs need to be aware of compassion fatigue and self-care skill 
strategies. If not addressed in the early phases, compassion fatigue can have severe 
consequences on the quality of care provided to residents and on the financial health of 
long-term care organizations.  
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Description of the Clinical Problem 
 Compassion fatigue is a relatively new concept that refers to the emotional and 
physical exhaustion that afflicts helping professionals and caregivers over time (Mathieu, 
2012). Slatten, Carson, and Carson (2011) described compassion fatigue as “an 
occupational hazard for those in the helping professions” (p. 327).!Compassion fatigue is 
prevalent among health-care workers such as licensed nurses, physicians, social workers, 
and counselors in various healthcare settings (Sinclair, Raffin-Bouchal, Venturato, 
Mijovic-Kondejewski, & Smith-MacDonald, 2017; Sorenson, Bolick, Wright, & 
Hamilton, 2016.) Mathieu (2012) estimated that between 40% and 85% of helping 
professionals develop compassion fatigue and may experience high rates of traumatic 
stress symptoms. Compassion fatigue is “the final result of a progressive and cumulative 
process that evolves from compassion stress after a period of unrelieved compassion 
discomfort, which is caused by prolonged, continuous, and intense contact with patients, 
the use of self, and exposure to stress” (Coetzee & Klopper, 2010, p. 239). If not 
addressed in the earliest phases, compassion fatigue affects the ability of a healthcare 
provider to deliver compassionate care (Boyle, 2011).  
 First described by Joinson (1992), compassion fatigue was identified as classic 
stress patterns in nurses working in an emergency room who lost their ‘ability to nurture’ 
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(p. 119). The nurses felt fatigued, ineffective, and detached along with experiencing 
somatic complaints such as headaches, gastrointestinal disturbances and insomnia 
(Joinson, 1992). Ultimately, the profound exhaustion of compassion fatigue can lead to a 
caregiver’s inability to practice self-care or maintain a work-life balance (Joinson, 1992). 
Several years later, compassion fatigue was formally defined by Figley (1995) as both 
secondary traumatic stress and burnout experienced by caregivers and helping 
professionals.  
 A healthcare provider’s personal life and quality of work can be affected by 
compassion fatigue (Sabo, 2011). Compassion fatigue affects the healthcare provider’s 
ability to show empathy and connect with loved ones and friends which contributes to 
household stress, marital problems, divorce, and social isolation (Mathieu, 
2012). Described by Mathieu (2012), compassion fatigue is "a gradual erosion of all the 
things that keep us connected to others in our caregiver role: our empathy, our hope, and 
of course our compassion, not only for others but also for ourselves” (p. 8).  As a 
consequence of compassion erosion, compassion fatigue is considered a critical 
contributing factor to the loss of compassion among healthcare providers (Sinclair et al., 
2017). Compassion is a feeling of empathy for the distress of another which commonly 
gives rise to an active desire to alleviate another’s distress or suffering and considered a 
foundation of healthcare professions (Branch & Klinkenberg, 2015).  Aspects of 
compassion are elements of professional quality of life (Stamm, 2010).  
 The positive and negative aspects of compassion are elements of professional 
quality of life (Stamm, 2010).  A professional quality of life is the quality an individual 
will experience through helping others (Stamm, 2010).  A professional quality of life for 
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the caregiver incorporates two compassion aspects: Compassion satisfaction (CS) as the 
positive aspect and compassion fatigue as the negative aspect (Stamm, 2010).  Greater 
patient care satisfaction occurs when workers have a positive quality of life (McHugh, 
Kutney-Lee, Cimiotti, Sloane, & Aiken, 2011). Compassion satisfaction is the positive 
aspect of compassion and the sum of all the positive feelings a person derives from 
helping others (Sacco, Ciurzynski, Harvey, & Ingersoll, 2015). Compassion satisfaction 
is gratification from being able to do one’s work well (Alkema, Linton, & Davies, 2008). 
According to Stamm (2010), helpers who recognize the contribution they serve to 
individuals will experience compassion satisfaction. 
 Conversely, compassion fatigue is the negative aspect of professional quality of 
life. Compassion fatigue (CF) is also known as a combination of secondary trauma (STS) 
and burnout (Figley,1995). It is described as “a state of exhaustion and dysfunction, 
biologically, physiologically, and emotionally, as a result of prolonged exposure to 
compassion stress” (Figley, 1995, p. 34). Recognized as a negative feeling propelled by 
fear and workplace"related trauma, the symptoms of compassion fatigue are varied and 
include sadness, depression, anxiety, and poor self-esteem (Stamm, 2010). The effects of 
compassion fatigue on an individual are believed to occur on a continuum from acute to 
chronic, and affect the seven domains: cognitive, emotional, behavioral, personal 
relations, somatic, work performance, and spirituality (Figley, 2002). Also, the effect of 
compassion exhaustion causes an inability of the healthcare provider to care for patients 
and prevents developing patient or family member relationships (Coetzee & Klopper, 
2010) (See Figure 1.1).   
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 Compassion fatigue can produce undesirable outcomes for an organization. In a 
review of 90 nursing and healthcare literature articles by Sinclair et al. (2017), factors 
such as physical, emotional, spiritual and social health of caregivers were affected by 
work-related stresses which can ultimately affect the provision of quality care. 
Compassion fatigue is connected with a gradual lack of response to patient needs, a 
decrease in quality patient care, an increase in errors, higher rates of depression and 
anxiety, and increased rates of stress levels leading to an unhealthy workplace (Mathieu, 
2012). Of concern, compassion fatigue can result in increased absenteeism and turnover 
rates among health care providers (Sheppard, 2015). As a result, the cost of absenteeism 
and repeated turnover can affect the overall financial health of an organization.  
 
Figure 1.1 Professional Quality of Life Model (B. H. Stamm, 2010) 
 Bush (2009) notes to maintain a professional quality of life, caregivers need to 
emphasize work-life balance, boundary setting, spiritual well-being, and self-care 
strategies. Frequently, healthcare providers who work to provide health-promoting care to 
others often do not take the time to adopt wellness activities in their own lives (Zadeh, 
Gamba, Hudson, & Wiener, 2012). According to Figley (2002), helping professionals 
should participate in specific compassion fatigue preventative and coping measures. In 
the American Nurses Association (ANA) (2017) Code of Ethics for Nurses with 
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Interpretative Statements, the Provision Interpretative Statement 5.2 mentions 
specifically the nurse’s responsibility to lessen fatigue and compassion fatigue. The ANA 
(2017) refers to specific self-care skill interventions such as: ‘eat a healthy diet, exercise, 
get sufficient rest, maintain family and personal relationships, engage in adequate leisure 
and recreational activities, and attend to spiritual or religious needs’ (p. 19).  
 Organizational compassion fatigue prevention programs may help boost the 
caregiver’s level of compassion satisfaction and reduce the risks of developing 
compassion fatigue (Flarity, Gentry, & Mesnikoff, 2013). Educational programs that 
instruct on compassion fatigue awareness, recognition, and prevention were helpful in 
developing effective coping mechanisms and resilience in healthcare providers (Coetzee 
& Klopper, 2010; Sorenson et al., 2016). Most importantly, workplace prevention 
programs may help maximize caregivers’ level of compassion satisfaction and reduce the 
risks of developing compassion fatigue (Flarity et al., 2013).  
 This document summarizes the Doctor of Nursing Practice (DNP) quality 
improvement project titled, “The Effect of a Compassion Fatigue Awareness and Self-
Care Skills Educational Program on Retention Among Certified Nursing Assistants 
Working in a Veterans Nursing Home.” The purpose of this quality improvement project 
was twofold: (1) to determine the prevalence of compassion satisfaction, burnout, and 
compassion fatigue in CNAs working in a 90-bed state-run veterans nursing home and 
(2) increase CNA awareness on compassion fatigue and the use of self-care skills through 
the use of an evidence-based educational program. The project aims to increase retention 
rate within the facility. Retention rate improvement will be accomplished by bringing 
CNA awareness to compassion fatigue and self-care skill strategies in the workplace. By 
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implementation of the educational program, CNAs will develop physical and mental 
resilience to workplace stressors that can ultimately lead to compassion fatigue and low 
retention. 
Scope of the Clinical Problem 
 There is an organizational-level problem involving a low retention rate and a high 
vacancy rate for CNAs working in the E. Roy Stone, Jr. Veterans Nursing Home. The 
facility is a 90-bed veterans nursing home run by the South Carolina Department of 
Mental Health (SCDMH). CNAs are exposed to a host of risk factors that can contribute 
to compassion fatigue and ultimately result in low retention, high absenteeism, and 
compromised quality of care. In the facility, various work-related and organizational 
characteristics place CNAs at high-risk for developing compassion fatigue.  
Resident Factors 
In the E. Roy Stone, Jr. Veterans Nursing Home, there are 47 CNAs employed 
full-time (SCDMH, 2017). CNAs make up 70% of the total nursing department 
workforce that provides the majority of direct resident care to veterans with a myriad of 
chronic medical and behavioral conditions. Several resident care factors place significant 
physical and emotional strain on CNAs during their daily course of work. The primary 
factor is that veterans have poorer health and health-related behaviors across multiple 
health domains than non-veterans (Hoerster et al., 2012). Also, dementia places a higher 
amount of emotional strain on caretakers thus putting them at higher risk for compassion 
fatigue (Garfield, Musumeci, Reaves, & Damico, 2015). In the facility, approximately 
70% of residents have behavioral issues related to dementia, and a 30-bed secure 
dementia unit exists (SCDMH, 2017). With the new Affordable Care Act regulations on 
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caring for dementia residents, CNAs were found to have only the minimal training to 
deliver care to elders with dementia (Garfield et al., 2015). Resident factors along with 
staffing issues place CNAs at high-risk for compassion fatigue. 
Retention Rate 
A microsystem analysis of 12 months of CNA staffing boards from June 2016 to 
June 2017 revealed an alarmingly low CNA retention rate of 42%. Also, CNA retention 
rate was 44% for CNAs who remained employed full-time during the 12-month period. 
The facility’s retention rate is lower than the national CNA retention rate of 68.3% in 
America’s skilled nursing centers and 68.1% in South Carolina skilled nursing centers 
(American Healthcare Association, 2014). Furthermore, the five year CNA retention rate 
was 12% as evidenced by only five out of 43 full-time CNAs have remained employed in 
the facility greater than five years. The low CNA retention rate reflects the high CNA 
vacancy rate.  
Vacancy Rate 
In addressing vacancy rates within the facility, a 24-month analysis of CNA 
staffing boards dated August 2015 to July 2017 revealed an overall CNA vacancy rate of 
54.7% (SCDMH, 2017). The findings revealed the lowest CNA monthly vacancy rate 
was 35.9% in 2015 and the highest monthly CNA vacancy rate was 73.7% in 2016 when 
a new 30-bed unit was added to the facility (SCDMH, 2017). The vacancy rate led to the 
use of an average of ten agency CNAs per month, working multiple shifts, which placed 
high-cost demands on the organization and a fragmented delivery of resident care. Of 
concern, national vacant CNA positions in skilled nursing centers totaled 43,300 in 2012, 
a 17% increase from the period of 2010 to 2012 (American Healthcare Association, 
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2014). CNA vacancy in the E. Roy Stone, Jr. Veterans Nursing Home is a concern for the 
future of long-term care due to the growing aging veteran population and the demands 
this places on the healthcare industry. 
Absenteeism and Turnover 
Along with the use of agency staff, the multitude of call-outs and absenteeism has 
forced CNAs to do mandatory overtime to cover shifts which have led to low morale and 
reduced participation in organizational events. Andrews and Wan (2009), identified that 
understaffed environments create high levels of stress and frustration and low levels of 
satisfaction in workers which ultimately decreases resident care quality and contributes to 
a high turnover rate. Both voluntary and involuntary turnover contribute to low CNA 
retention rates and high staff replacement costs. Researchers examining long-term care 
issues have indicated levels of stress, and job dissatisfaction among direct care workers 
are significant and add to the high rates of absenteeism and turnover (Kash, Castle, 
Naufal, & Hawes, 2006). Also, heavy workloads, staff shortages, inefficient management, 
poor working conditions, and unstable work environments all affect a healthcare 
provider’s ability to provide quality care (Buchan, 2006).  
Cost to the Organization 
The cost of low retention to the organization is staggering. The national average 
cost is $4,000 to replace one CNA due to turnover (American Healthcare Association, 
2014). Therefore, the cost to the organization is approximately $168,000 per year in CNA 
turnover replacement costs (SCDMH, 2017). Furthermore, the cost to place one student 
through the state certified 6-week CNA training is approximately $20,000 per student. 
The CNA training is performed quarterly with 20 students per class. The yearly cost for 
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80 students amounts to $1.6 million with only 33% of the students remaining employed 
with SCDMH more than one year after training (SCDMH, 2017).  
Quality of Care 
Compassion fatigue can contribute to an increase in accidents and poor quality of 
care (Slatten et al., 2011). Quality measures on the Certification and Survey Provider 
Enhanced Reports (CASPER), generated by the Centers for Medicare and Medicaid 
Services (CMS) (2017), indicate the facility is higher in both state and national averages 
for residents that need help with activities of daily living, falls, and experience pain. 
These elements place more significant physical and emotional demands on the CNA. 
Along with the other factors, resident deaths place psychological stress on the CNA. In 
just the first 100 days of 2017, eight veteran deaths occurred within the facility. In a 
dissertation by Little (2013), long-term care workers, due to the long-standing 
relationship with the resident, mentioned feelings of sadness, helplessness, and mourning 
due to resident deaths. Most concerning is the impact all of these factors have on the 
residents’ quality of care. However, this is changing nationwide in our nation’s long-term 
care facilities.  
 The status quo in resident quality care is changing due to external factors driving 
change in a recently proposed national rule. The rule revises the requirements in which 
long-term care facilities must complete to participate in Medicare and Medicaid programs 
(CMS, 2017). The proposed changes were necessary to reflect significant advances made 
recently in the theory and practice of resident service delivery and safety. One factor is 
that CMS has long identified CNA staffing as one of the vital components of a nursing 
home’s ability to provide quality resident care (CMS, 2017). Direct care provided by 
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CNAs is a critical component of resident care quality. Over time, CMS has used CNA 
staffing data for numerous purposes to more accurately and efficiently measure its effect 
on nursing home quality of care. Today, Section 6106 of the Affordable Care Act 
requires facilities to electronically submit direct care staffing information, including 
agency and contract staff, based on payroll and other data (CMS, 2017). The data, when 
combined with census information, reports on the level of staff in each nursing home and 
reports CNA turnover and tenure, which can ultimately impact the quality of care 
provided (CMS, 2017). 
Future of Long-Term Care 
Nationally, CNAs leaving the profession are of concern to the future of long-term 
care. In the United States, CNAs make up approximately 65% of the full-time workforce 
in long-term care settings (Harris-Kojetin, Sengupta, Park-Lee, & Valverde, 2013). CNAs 
are direct care workers who provide the majority of care to long-term care residents. The 
growing elderly population places an increased demand on the healthcare industry. 
Between 2010 and 2025, the United States population is projected to increase by 15.2%, 
while the category of those 65 years of age and older will increase by 60% (United States 
Census Bureau, 2012). The number of individuals requiring nursing home facilities, 
residential care homes, or home care services is expected to rise from 15 million in 2000 
to 27 million in 2050 (Harris-Kojetin et al., 2013).  
Project Purpose 
 The purpose of this DNP quality improvement project was twofold: (1) to 
determine the prevalence of compassion satisfaction, compassion fatigue, and burnout 
among CNAs working in a 90-bed state-run veterans nursing home, and (2) increase 
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CNA awareness on compassion fatigue and the use of self-care skills through the use of 
an evidence-based educational program titled, “What is in Your Self-Care Skills 
Toolbox?” This quality improvement project assessed whether the implementation of the 
educational program affected the CNAs’ level of compassion satisfaction, burnout, and 
secondary traumatic stress at one-month and three-months post-implementation. By 
understanding compassion fatigue and self-care skill strategies, CNAs can develop 
physical and mental resilience to workplace stressors that can ultimately lead to 
compassion fatigue. The aim was to increase the CNA retention rate through increased 
compassion satisfaction.  
 In the workplace, compassion fatigue is associated with a gradual lack of response 
to patient needs, a decrease in quality patient care, an increase in errors, higher rates of 
depression and anxiety, and increased rates of stress levels leading to an unhealthy 
workplace (Mathieu, 2012). Compassion fatigue increases absenteeism and turnover rates 
among health-care providers thus affecting resident care and safety (Sheppard, 2015). If 
not addressed in the earliest phases, compassion fatigue can lead to an increase in 
absenteeism, decrease in staff retention, increase in vacancy rates and produce an overall 
adverse effect on resident care and the entire organization (Sheppard, 2015). 
 CNAs caring for veterans in the E. Roy Stone, Jr. Veterans Nursing Home are at 
high-risk of developing compassion fatigue. Over the course of time, repeated exposure 
to a myriad of resident medical conditions, severe chronic illnesses, suffering, and death 
may produce a state of exhaustion which negatively affects the caregiver’s ability to care 
for themselves and their residents (Austin, Goble, Leier, & Bryne, 2009). Also, 
workplace factors such as heavy workloads, staff shortages, inefficient management, poor 
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working conditions, and unstable work environments affect emotional well-being, 
personal health, and the ability to provide quality care (Buchan, 2006). However, there is 
no published nursing literature on compassion fatigue among CNAs working in a state-
run veterans nursing home.  
A vast amount of research indicates compassion fatigue exists among licensed 
nurses and other licensed healthcare workers. However, there is little-published 
compassion fatigue research on CNAs working in long-term care settings. Valid clinical 
questions arise during day-to-day patient care activities (Belcher & Khouri-Stevens, 
2012). Therefore, it is essential to determine if the present findings can be generalized to 
other healthcare workers and environments; notably, CNAs who work in long-term care 
settings caring for our nation’s veterans. In this segment of healthcare workers, there is a 
need for higher levels of evidence. Quality improvement initiatives will gain a better 
insight into the effect of compassion fatigue awareness and self-care skills educational 
interventions on the CNA. In the following, the PICOT question components provided a 
clear path to the literature search process (Fineout-Overholt & Stillwell, 2015).  
PICOT Question Components  
 The principal clinical inquiry was developed using the PICOT question approach 
to identify critical elements of this evidence-based project. Newhouse and Poe (2012) 
recognized that the development of a well-structured evidence-based practice question is 
significant because the question drives the strategies used to search for the evidence. 
Fineout-Overholt and Stillwell (2015) define the critical components of an answerable 
and searchable PICOT question: (P) the population of interest, (I) intervention of interest, 
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(C) comparison intervention, (O) outcome of interest and, (T) the time involved to 
establish an outcome.  
The components are identified in the following PICOT question. In CNAs 
working in a 90-bed state-operated veterans nursing home (P), how does the 
implementation of a compassion fatigue awareness and self-care skills educational 
training (I), compared to no educational training on compassion fatigue awareness and 
self-care skills (C), effect compassion satisfaction and retention (O), at the completion of 
the intervention, both at 1-month and at 3-months post-intervention (T)? The PICOT 
components are listed in Table 1.1.   
Table 1.1  
PICOT Question Components  
 













CNAs working in a 90-bed state operated veterans nursing home  
 
Educational training on compassion fatigue awareness and self-
care skills  
 
Compared to no educational training on compassion fatigue 
awareness and self-care skills 
 
Effect compassion satisfaction and retention 
 
At the completion of the intervention, both at one-month and three-
months post-intervention 
  PICOT components (Melnyk and Fineout-Overholt, 2015) 
 
Definition of PICOT Terms 
 
•! Certified Nursing Assistant (CNA). A person trained and certified to assist 
residents of long-term care facilities with activities of daily living and clinical 
tasks such as range-of-motion exercises and blood pressure readings under the 
supervision of a licensed nurse (United States Bureau of Labor Statistics, 2017). 
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•! Compassion. A feeling of empathy for the distress of another which commonly 
gives rise to an active desire to alleviate another’s suffering and considered a 
foundation of healthcare professions (Branch & Klinkenberg, 2015). 
•! Compassion fatigue. The combination of secondary traumatic stress and burnout 
experienced by helping professionals and other care providers (Figley, 1995).! 
•! Compassion satisfaction. The positive feelings an individual has from being able 
to perform a job well and contributing to others through work (Stamm, 2010).  
•! Retention. The number of staff members that remain in employment (Medical 
Dictionary, 2012).  
•! Self-care. A concept in Dorothea Orem's Self-Care Framework and her Theory of 
Self-Care referring to actions that people initiate and perform on their behalf to 
maintain life, health, and well-being (Medical Dictionary, 2012). 
•! State veterans nursing home. Nursing homes that are owned, operated and 
managed by state governments and surveyed by the Veteran’s Administration 
each year to make sure they continue to meet standards (United States Department 
of Veterans Affairs, 2018). 
Summary  
 CNAs caring for veterans in a long-term care setting are at risk for developing 
compassion fatigue. CNAs are unlicensed direct care workers who provide the majority 
of physical, mental, and spiritual care to long-term care residents. In the 153 state-run 
veteran nursing homes in the United States, CNAs endure exposure to human suffering as 
a result of a multitude of chronic veteran health and behavioral conditions in addition to a 
plethora of workplace stressors. Veterans suffer from a myriad of chronic medical 
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illnesses and behavioral conditions across multiple health spectrums along with poorer 
health and health-related behaviors than non-veterans (Hoerster et al., 2012). Over time, 
compassion fatigue takes over and produces emotional and physical exhaustion that can 
significantly affect helping professionals and caregivers (Mathieu, 2012). Compassion 
fatigue not only affects the health and well-being of the CNA; it can place a significant 
financial burden on the organization through high absenteeism, high turnover and low 
retention rates (Sheppard, 2015).  
 This Doctor of Practice (DNP) quality improvement project focuses on CNAs 
working in the E. Roy Stone, Jr. Veterans Nursing Home. Healthcare providers, 
especially CNAs, caring for veterans in a long-term care setting, are at high-risk for 
developing compassion fatigue. Due to the consequences of compassion fatigue, a 
distinct need exists to implement educational programs to better prepare healthcare staff 
to recognize, prevent, and manage compassion fatigue (Potter et al., 2013). By 
understanding the elements of professional quality of life, a positive effect on work 
environment can occur (Sacco et al., 2015). If not dealt wilth in the early phases, 
compassion fatigue can have serious consequences on the quality of care provided to our 
nation’s veterans and on the financial health of long-term care organizations.  
Literature Review 
The literature was searched to determine workplace interventions addressing 
compassion fatigue in CNAs working in a state-run veterans nursing home. The research 
sought to answer the PICOT question: In CNAs working in a 90-bed state operated 
veteran nursing home (P), how does the implementation of a compassion fatigue 
awareness and self-care skills educational training (I), compared to no educational 
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training on compassion awareness and self-care skills (C), effect compassion satisfaction 
and retention (O), at the completion of the intervention, both at one-month and three-
months post-intervention (T)?  
Limited research was available addressing compassion fatigue in long-term care 
workers, and no literature existed on compassion fatigue among CNAs working in a 
state-run veterans nursing home. Due to the lack of compassion fatigue research among 
CNAs working in long-term care, the literature search turned to compassion fatigue 
educational interventions for healthcare workers in various workplace settings. Therefore, 
the literature review focused on workplace educational interventions that were proven 
successful in increasing compassion satisfaction and reducing compassion fatigue and 
burnout in healthcare providers.  
Literature Search Strategy 
With the PICOT question in mind, a thorough literature search began by review of 
literature search tutorials posted on the University of South Carolina (UofSC). Useful 
Resources site. For purposes of this inquiry, six databases were utilized to identify 
research articles in journals and relevant sources of external evidence from 1992 to 
present date. The timeframe was selected because Joinson (1992) first described the 
phenomenon of compassion fatigue as a unique form of burnout that affected people in 
caregiving professions. Later, compassion fatigue was studied by Figley (1995), who 
defined the concept as a secondary stress reaction that results from caregivers helping or 
desiring to help a person suffering from traumatic events. Since then, compassion fatigue 
has been studied throughout many different professions and environments. The search 
process ended up using six databases. All six databases contained relevant articles for the 
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keywords entered. The CIHAHL, MEDLINE, Cochrane Library, PsycINFO, Joanna 
Briggs Institute, and Google Scholar databases were utilized in the search process. A 
researcher should be aware of databases and resources before determining the value of 
searching for solutions to clinical questions (Hartzell, Fineout-Overholt, Hofstetter, & 
Ponder, 2015).  
 To obtain supporting information for best practice intervention on addressing the 
effect of compassion fatigue awareness and self-care skills education on retention, a 
computer-based search of the six databases was performed. According to Munchel, Seal 
and Wissinger (2012), the first step in locating evidence is selecting searchable keywords 
from the evidence-based problem question. To begin, a search of the keyword 
“compassion fatigue” yielded 687 results in PsycINFO, 427 results in CIHAHL, 443 in 
MEDLINE, 13 in the Cochrane Library, 7 in the Joanna Briggs Institute Library, and 
36,100 in Google Scholar. The search was narrowed performing a Boolean search with 
the use of the word “AND” in the following combinations (see Table 1.2). The search 
was narrowed with the use of keywords, specific vocabulary, and Boolean operators. All 
searches played an essential part in finding the most relevant literature for the evidence-
based practice problem (Munchel et al., 2012)  
Databases 
 The following is a description of each of the six identified databases used in this 
search. The first database used was the Cumulative Index to Nursing and Allied Health 
Literature (CINAHL) which covers nursing and 17 allied health disciplines. CINAHL 
contains more than 3,000 journals (Munchel et al., 2012). Also, CINAHL includes books, 




Keywords and Combination of Keywords  
Compassion Fatigue 
Compassion Fatigue and Certified Nursing Assistant 
Compassion Fatigue and Certified Nursing Assistant and Retention 
Compassion Fatigue and Healthcare Worker 
Compassion Fatigue and Long-Term Care 
Compassion Fatigue and Certified Nursing Assistant and Veterans Nursing Home 
Compassion Fatigue and Self Care  
Compassion Fatigue and Self-Care Skills 
Compassion Fatigue and Self-Care Skills and Education  
Compassion Fatigue and Education  
Compassion Fatigue and Programs 
Compassion Fatigue Symptoms 
Compassion Fatigue Prevention  
Compassion Fatigue Symptoms and Education  
Compassion Fatigue and Interventions 
Compassion Fatigue and Coping Mechanisms 
Compassion Fatigue and Retention and Turnover 
Compassion Satisfaction and Certified Nursing Assistant 
 
comprise the majority of the scientific knowledge base in healthcare are CINAHL and 
MEDLINE (Hartzell et al., 2015). The second database used was MEDLINE. It is the 
U.S. National Library of Medicine bibliographic database that contains more than 23 
million references going back to 1946 with citations from 5,600 worldwide journals in 
about 40 languages (United States National Library of Medicine, 2017). The third 
database used was the Cochrane Database of Systematic Reviews Library. It is a 
collection of six databases that contain different types of high-quality, independent 
evidence to inform healthcare decision-making and a seventh database that provides 
information about Cochrane groups (Cochrane, 2017). The Cochrane Database of 
Systemic Reviews Library, according to the Cochrane Library includes systematic 
reviews and protocols along with editorials. The fourth database used was PsycINFO, 
sponsored by the American Psychological Association. It is a resource for abstracts and 
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citations of behavioral and social science research. PsycINFO contains more than four 
million bibliographic records centered on psychology and the behavioral and social 
sciences (American Psychological Association, 2017). The next identified academic 
database search engine used was the Joanna Briggs Institute evidence-based practice 
database, published by the Joanna Briggs Institute (2017). The database is regarded as the 
world’s leading provider of evidence-based information from across the globe on nursing, 
medicine, pharmaceutical sciences, and public health. The database includes resources 
including over 3,000 records across seven publication types from 1998 to present date 
and includes: literature reviews, recommended practice and procedures, information 
guideline sheets, comprehensive systematic reviews and protocols, consumer information 
and technical reports (Joanna Briggs Institute, 2017). The last database, Google Scholar, 
was utilized to search the key-words from the PICOT question. Google Scholar focuses 
on the scholarly literature available on the internet. The research includes articles, theses, 
books, abstracts, and United States court opinions found on multiple websites. The 
database findings for keywords and combinations using the five identified databases are 
listed in Table 1.3.  
Summary of the Evidence 
 Next, appraisal of the evidence was conducted using The Johns Hopkins Hospital 
Evidence Level and Quality Guide in Dearholt and Dang (2012). This rating system is for 
the hierarchy of evidence used to determine the level of evidence of each of the articles 
providing the necessary proof for this evidenced-based project. In Level I, the evidence is 





Database Findings for Keywords and Combinations 
 
Key Words & 
Combinations CIHAHL Medline 
Cochrane 
Library  PsycINFO 
Google 
Scholar 
Compassion Fatigue 427 443 13 687 36,100 
Compassion Fatigue and 
Certified Nursing 
Assistant  
0 1 0 0  8,790 
Compassion Fatigue and 
Certified Nursing 
Assistant and Retention  
0 0 0 0 5,790 
Compassion Fatigue and 
Healthcare Worker 5 6 0 7 16,300 
Compassion Fatigue and 
Long-Term Care 3 1 0 3 20,000 
Compassion Fatigue and 
Certified Nursing 
Assistant and Veterans 
Nursing Home 
0 0 0 0 6,570 
Compassion Fatigue and 
Self Care  87 70 3 136 21,700 
Compassion Fatigue and 
Self-Care Skills 3 2 0 30 18,200 
Compassion Fatigue and 
Self-Care Skills and 
Education  
1 1 0 10 16,700 
Compassion Fatigue and 
Education  68 90 0 131 28,300 
Compassion Fatigue and 
Programs 188 20 7 132 39,300 
Compassion Fatigue 
Symptoms 27 32 5 148 16,900 
Compassion Fatigue 




7 8 3 27 16,700 
Compassion Fatigue and 
Interventions 66 65 9 140 17,700 
Compassion Fatigue and 
Coping Mechanisms 2 1 1 8 17,100 
Compassion Satisfaction 
and Certified Nursing 
Assistant 
0 0 0 0 19,800 
Compassion Fatigue and 





randomized control trial, with or without meta-analysis. Level II evidence is from quasi-
experimental studies, systematic analysis of a combination of randomized controlled 
trials and quasi-experimental, or quasi-experimental studies only, with or without meta-
analysis. Level III evidence included non-experimental studies, a systematic review of a 
combination of randomized controlled trials, quasi-experimental and non-experimental 
studies, or non-experimental studies only with or without meta-analysis. Also, qualitative 
research or systematic review with or without a meta-synthesis. Level IV evidence was 
comprised of opinion of respected authorities and nationally recognized expert 
committee’s consensus panels based on scientific evidence. The last level is Level V, 
which is based on experimental and non-research evidence. Examples are literature 
reviews, quality improvement, case reports and opinion of nationally recognized experts 
based on empirical evidence (Dearholt and Dang, 2012).   
 Overall, there were 16 Level II articles, 2 Level III articles, 1 Level IV article, and 
3 Level V articles. Also, a quality rating was given to each article. The rating of “A” is 
high quality, “B” is good quality, and “C” is low quality or major flaws. The level “C” 
articles were excluded from the evidence-based table due to the low quality of these 
studies. Overall, there were 5 level “A” articles and 17 level “B” articles. The overall 
goal was to identify the highest quality evidence-based practice literature to address the 
PICOT question.  
 The plethora of articles found in the literature search on compassion fatigue 
required narrowing to obtain evidence-based articles on educational interventions for 
compassion fatigue. Therefore, inclusion and exclusion criteria were developed. The 
inclusion criteria were determined to be articles that were: (a) written in the English 
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language, (b) peer-reviewed, (c) published from 1992 to the present date, (d) high quality 
“A” and “B” level articles, (e) interventions for compassion fatigue in healthcare workers 
since little data existed for compassion fatigue in CNAs and (f) healthcare setting studies. 
Research on health-care workers included various disciplines such as licensed nurses, 
social workers, respiratory therapists, physical therapists, occupational therapists, and 
psychologists. Studies among all healthcare workers were included because little is 
written specifically addressing CNAs. Research articles were the primary focus; however, 
literature reviews and expert opinions were also eligible for inclusion. Articles were 
excluded based on the following criteria: (a) non-research based findings (b) published 
prior to 1992 (c) “C” rated articles that were low quality or had significant flaws (d) 
studies that included healthcare workers who were working during natural disasters or 
war and terror were also excluded because these situations are not typical within the 
setting of the target facility (see Table 1.4).  
Table 1.4 
Criteria for Inclusion/Exclusion   
 
Inclusion Criteria                                                     Exclusion Criteria________________ 
English language                                                      Not in English language 
Peer Reviewed                                                          Not peer reviewed  
Published from 1992 to present date                        Published prior to 1992 
Compassion fatigue interventions  
related to healthcare workers                                    Non-healthcare worker compassion 
fatigue interventions   
Research-based findings                                           Non-research based findings 
High quality “A” and “B” level articles                  “C” rated articles that were low quality      
Studies in healthcare settings in non-war or           Studies during natural disasters or war 
disaster  
_______________________________________________________________________ 
 After each database was reviewed and after duplicates eliminated, each article 
was screened. Of the 31 articles found in the literature, nine articles were eliminated due 
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to the exclusion criteria of “C” rated articles that are deemed low quality or have 
significant flaws. Overall, 22 articles were determined to be relevant to this evidence-
based project. There are many articles written on compassion fatigue, but the majority did 
not include evidence-based interventions to combat compassion fatigue. The journals and 




Advanced Emergency Nursing Journal                                                                            
American Journal of Maternal/Child Nursing                                                                  
Applied Nursing Research                                                                                                
Burnout Research                                                                                                             
Cincinnati Children’s Hospital Best Evidence Statement                                                
Evidence-Based Practice Project Reports                                                                        
International Journal of Nursing Studies                                                                          
JBI Database of Systematic Review and Implementation Reports                                  
Journal of Holistic Nursing                                                                                              
Journal of Nursing Administration                                                                                   
Journal of Nursing Scholarship                                                                                        
Journal of Pediatric Healthcare                                                                                        
Journal of Social Work in End of Life and Palliative Care                                                
Journal of Trauma Nursing                                                                                              
Mindfulness                                                                                                                     
Nursing and Health Sciences                                                                                           
Nursing Theses and Capstone Projects                                                                            
Oncology Nursing                                                                                                           
ProQuest Dissertation                                                                                                      
The Journal of Continuing Education in Nursing                                                            
_____________________________________________________________________ 
 
Literature Analysis and Synthesis 
 According to the review of the evidence, limited research has been conducted on 
compassion fatigue among CNAs working in long-term care settings, especially a state-
run nursing home. A dissertation by Little (2013) involved a qualitative study that 
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addressed compassion fatigue among healthcare workers, including CNAs, in a long-term 
care setting. However, the majority of the literature discusses compassion fatigue among 
licensed nurses and other healthcare workers in various healthcare settings (Sinclair et al., 
2017; Sorenson et al., 2016). More specifically, there were no studies located in the 
literature search using multiple databases that address compassion fatigue awareness and 
self-care skills education explicitly for CNA retention in a state-run veterans nursing 
home. The findings in the literature indicated organizational prevention programs might 
help maximize a caregiver’s level of compassion satisfaction and reduce the risks of 
developing compassion fatigue (Flarity et al., 2013). The following literature analysis 
will spotlight education interventions for compassion fatigue among healthcare workers. 
The literature table is in Appendix A.    
Compassion Fatigue 
Compassion fatigue (CF) is a widely identified problem among healthcare 
providers. Compassion fatigue refers to the emotional and physical exhaustion that can 
affect healthcare providers and caregivers over time (Mathieu, 2012). It is described as a 
progressive and collective product of prolonged, continuous, intense contact with 
patients, and stress exposure (Hooper, Craig, Janvrin, Wetzel, & Reimels, 2010). While 
occupational stress is not unique to any one specific professional group, it is common 
among the helping occupations (Santos, Barros, & Carolino, 2010). Compassion fatigue 
was identified by Stamm (2010) as being more common among healthcare workers than 
those in other professions. Caring for others can be hugely gratifying; however, two 
decades of literature indicates caring for others can also take a toll on the psychosocial 
and physical health of the caregiver (Branch & Klinkenberg, 2015).  
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Secondary Traumatic Stress 
The first element of compassion fatigue is secondary stress (STS) which is 
defined as ‘the stress resulting from helping or wanting to help a traumatized or suffering 
person’ (Figley, 1999, p.10). Secondary traumatic stress, known as compassion stress, 
can appear suddenly with little warning (Figley, 1995). As an acute condition, it can take 
place in caregivers and healthcare workers frequently exposed to the stress and trauma of 
others and may include symptoms similar to those of the person that has been traumatized 
(Craigie et al., 2016). 
Burnout 
The second element of a secondary stress response is burnout. This stress 
response emerges gradually and has been defined as a psychological state that is 
characterized as ‘a collection of symptoms associated with emotional exhaustion’ 
(Figley, 1995, p. 11). Burnout or cumulative stress is the state of physical, emotional, and 
mental exhaustion caused by the inability to deal with the environment displaying signs 
of emotional exhaustion and depersonalization (Maslach & Leiter, 2008). Overall, 
burnout occurs as a result of physical and mental stress and is a contributor to workplace 
turnover and absenteeism.  
Professional Quality of Life 
CNAs provide compassion daily. Positive and negative aspects of compassion are 
elements of professional quality of life. Stamm (2010) notes professional quality of life as 
the quality a person feels as their work as a helper. A professional quality of life 
incorporates two compassion elements: the positive element is compassion satisfaction, 
and the negative element is compassion fatigue (Stamm, 2010). Compassion satisfaction 
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is the positive aspect of compassion and the sum of all the positive feelings a person 
derives from helping others (Sacco et al., 2015). Compassion satisfaction is a pleasure 
derived from performing one’s work well (Alkema et al., 2008). According to Stamm 
(2010), helpers who recognize the contribution to the individual served will experience 
compassion satisfaction.  
 Conversely, compassion fatigue is the negative aspect of professional quality of 
life. The symptoms of compassion fatigue are varied and may include sadness, 
depression, anxiety, flashbacks, numbness, avoidance behaviors, cynicism and reduced 
self-esteem (Stamm, 2010). The effects of compassion fatigue can occur from acute to 
chronic, and affect the seven areas: cognitive, emotional, behavioral, personal relations, 
somatic, work performance, and spirituality (Figley, 2002). Compassion fatigue is 
associated with a decrease in quality care for patients, an increase in errors, higher rates 
of depression and anxiety among caregivers, and leaves a decline in the workplace 
environment (Mathieu, 2012). Compassion fatigue is also known to cause increased 
absenteeism and turnover among health care providers (Sheppard, 2015).  
Coping 
Healthcare providers cope with the negative aspect of professional quality of life. 
Aged care workers are under intense long-term demands, primarily caring for individuals 
suffering chronic mental and medical conditions (Elstad & Vabo, 2008). Coping is a 
process which attempts to promote survival and adaptation for circumstances perceived 
as threatening (Kravits, McAllister-Black, Grant, & Kirk, 2010). Strategies to cope are 
learned patterns of behavior affected by perceived stressors, personality qualities, and 
relationship patterns (Folkman & Greer, 2000). Successful coping and adaptation skills 
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can be achieved by the belief of personal power to control circumstances in life, creating 
realistic goals, and producing a positive mood (Folkman & Greer, 2000). In a study by 
Yoder (2010), nurses identified coping strategies such as extra days off or a change in 
patient assignments was enough relief to prevent some nurses progressing from feeling 
stressed to having real compassion fatigue or burnout.  
Compassion 
CNAs show compassion to their residents (Little, 2013). As the foundation of 
healthcare professionals, compassion is a feeling of empathy for the distress of another 
person along with an active desire to alleviate another’s suffering (Branch & 
Klinkenberg, 2015). When healthcare providers show compassion while caring for 
patients who are dying or suffering on a daily basis, a state of exhaustion may result 
(Austin et al., 2009). Therefore, over the course of time, repeated exposure to a multitude 
of medical conditions, severe chronic illnesses, suffering, and death negatively affect the 
caregiver’s professional quality of life. A comprehensive description of the CNA is 
warranted to gain a better understanding of the unique characteristics which place these 
direct caregivers at risk for compassion fatigue.  
CNAs 
The United States Department of Labor (2017) indicates that CNAs are a part of 
the direct-care workforce in which three million direct care workers provide an estimated 
70 percent paid hands-on, long-term care and personal assistance received by Americans. 
CNAs help residents with activities of daily living such as eating, dressing, bathing, 
toileting, and perform clinical tasks such as range-of-motion exercises and blood pressure 
readings (United States Bureau of Labor Statistics, 2017). The work of CNAs can be 
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strenuous. Long-term care facilities provide care around the clock, requiring shift work, 
and work on weekends and holidays. The physical demands include extensive lengths of 
time spent standing and walking, repositioning residents, and many other physically 
demanding tasks. According to the United States Bureau of Labor Statistics (2017), 
nursing assistants have a higher rate of injuries and illnesses than the national average of 
caregivers.  
 In 2014, there were 1.5 million nursing assistants in the United States with 41% 
employed in skilled nursing facilities and constitutes one of the largest and fastest-
growing workforces in the country, playing a vital role in job creation and economic 
growth, especially in low-income communities (United States Bureau of Labor Statistics, 
2017). Employment for nursing assistants is projected to grow 17% from 2014 to 2024, 
much faster than the average for all occupations with the median annual wage. In 2015 
the wage was $25,710 with a median hourly wage of $12.36 per hour, significantly less 
than the $15.95 median wage for all U.S. workers (United States Bureau of Labor 
Statistics, 2017). About 45% of direct-care workers live in households earning below 
200% of the federal poverty level income, making them eligible for most state and 
federal public assistance programs (United States Bureau of Labor Statistics, 2017). 
Nearly half of all direct-care workers (46%) live in households that receive one or more 
public benefits such as food stamps, Medicaid, housing, and child care or energy 
assistance (United States Bureau of Labor Statistics, 2017).  
CNA Training 
The education requirement is limited for CNAs. The federal government requires 
training for nursing assistants who work in Medicare and Medicaid-certified nursing 
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homes. In South Carolina, individuals must complete a six week, 100-hour training 
program and pass skills and knowledge assessments (NursingLicensure.org, 2017). After 
the training program, the individual must pass a competency exam to become certified.  
A CNA can work in nursing homes, although many work in assisted living facilities, 
community-based settings, or hospitals.  
Limited Research 
Limited research is available addressing compassion fatigue in long-term care 
workers. Only one study was identified. In a qualitative study by Little (2013), 
compassion fatigue in nurses and CNAs in a long-term care setting was discussed. The 
single qualitative exploratory case study explored the complexities of compassion fatigue 
that are unique to long-term care workers (Little, 2013). The study also examined how 
compassion fatigue may influence the overall work performance of nurses and CNAs and 
the ability to connect emotionally and compassionately with long-term care residents 
(Little, 2013). The feedback from the study indicated that many participants might have 
compassion fatigue based on a detailed analysis of the participants’ answers to 19 
interview questions and face-to-face observations of how participants reacted emotionally 
during the interviews (Little, 2013). The researcher found the lack of recognition of 
caregiver stress could lead to compassion fatigue and affect the ability to provide 
compassionate care which may ultimately influence the residents’ quality of life (Little, 
2013). Future recommendations from this study suggested unique support services and 
educational resources on compassion fatigue to help long-term care workers manage 
compassion fatigue and to continue to find caregiving rewarding (Little, 2013).  
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A systematic review of the literature was located on burnout in the nursing home 
health aide by Cooper and colleagues (2016). This analysis indicated that factors 
associated with burnout in healthcare aides are similar to those reported among nurses 
(Cooper et al., 2016). However, the level of evidence and low methodological rigor 
suggested more research is needed (Cooper et al., 2016). Without reducing the effects of 
burnout on CNAs in nursing homes, vulnerable adults are at risk in long-term care 
facilities (Cooper et al., 2016). 
Education Interventions 
Several education interventions were found successful in the management of 
compassion fatigue. Organizational prevention programs help maximize caregivers level 
of compassion satisfaction and reduce the risks of developing compassion fatigue (Flarity 
et al., 2013). Yoder (2010), expressed that more studies are needed to determine ways in 
which compassion fatigue can be predicted and avoided. Potter and colleagues (2013) 
was the first reported study to indicate benefits gained from a compassion fatigue 
intervention program. The program was a descriptive pilot study that evaluated a 
compassion fatigue resiliency program to educate 113 oncology nurses about compassion 
fatigue in a five-week training program within five 90-minute sessions (Potter et al., 
2013). Secondary traumatic stress scores declined immediately after the program and 
remained down at three-months (Potter et al., 2013). Scores dropped more at six-months 
post-intervention with the participants finding the education useful for stress management 
both at work and at home (Potter et al., 2013).  
 Many articles in the literature explore educational interventions for compassion 
fatigue in multiple healthcare settings. Flarity and colleagues (2013) examined the 
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treatment effectiveness of a multifaceted educational program on emergency room nurses 
in two emergency rooms which aimed to decrease compassion fatigue and burnout 
symptoms and increase compassion satisfaction. The first level of intervention was a 4-
hour interactive group seminar titled, “Compassion Fatigue Resiliency,” conducted by 
researchers adapted from Eric Gentry’s Compassion Fatigue Prevention and Resiliency 
Fitness for the Frontline course (Flarity et al., 2013). The second level of intervention 
were multimedia resources given or made available to the participants such as printed 
seminar handouts, “Tools of Hope” DVD, guided imaging/music CD, and access to a 
website that addressed compassion satisfaction, resiliency education and resources 
(Flarity et al., 2013). The multi-faceted education program resulted in a statistically 
significant increase in compassion satisfaction (p=0.004) and a decrease in burnout 
(p=0.001 or less) and secondary traumatic stress (p=0.001) symptoms (Flarity et al., 
2013).  
 The best evidence statement (BESt) published by the Cincinnati Children’s 
Hospital Medical Center (2013) indicated that decreasing compassion fatigue among 
pediatric intensive care nurses was through the use of self-care skills and compassion 
fatigue training. Recommendations consisted of training that encompassed compassion 
fatigue awareness, relaxation techniques, coping strategies, self-care interventions, stress 
management, and to decrease the level of compassion fatigue (Cincinnati Children’s 
Hospital Medical Center, 2013). However, higher levels of evidence are needed to gain 
insight into educational measures and the length of teaching intervention (Zehr, 2015). 
Kravits et al. (2010) implemented a resiliency training program using psycho-
educational techniques to help nurses who work in high-stress areas to create a 
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personalized stress management plan that relied on the use of adaptive coping strategies. 
The six-hour psycho-educational intervention showed promise as methods to promote 
positive self-care strategies (Kravits et al., 2010). Interventions were used to encourage 
self-care behaviors which included discussion of specific risk factors, relaxation 
techniques, and exploration of coping patterns via art. Analysis showed a drop in 
compassion fatigue scores after the course was significant (p >.0005) and indicated the 
effectiveness of the intervention (Kravits et al., 2010). In another intervention, Hevezi 
(2016) provided breathing and meditation techniques five days a week for a four-week 
period which revealed a statistically significant increase in compassion satisfaction, and a 
decrease in burnout and secondary trauma.  
Potter, Pion, and Gentry (2015) explored the long-term effects of a resiliency 
training program for compassion fatigue, nine months after completion of the course. The 
two central themes that came out of the study were self-improvement and application of 
resiliency with all participants describing one or more self-improvements as a result of 
the program, especially regarding emotional health (Potter et al., 2015). All the 
participants explained how they regularly applied one or more of the resiliency skills 
taught in the class to improve their ability to manage stress and prevent compassion 
fatigue (Potter et al., 2015). This study showed promise in decreasing compassion fatigue 
and burnout in healthcare providers.  
 Organizational support through workplace intervention has proven to be of merit. 
A systematic review identified personal and organizational strategies in oncology and 
palliative care nurses tending to adults with malignancy that promoted coping and 
resilience (Gillman et al., 2015). No firm conclusions were drawn to the most effective 
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interventions. However, strategies with merit included interventions to foster connections 
within a team, provide education and training to develop behaviors in stress control, and 
assist in processing emotion and learning from experiences (Gillman et al., 2015). The 
study indicated organizational support is integral in providing tools to deal with work-
related challenges (Gillman et al., 2015). 
 Branch and Klinkenberg (2015) determined the prevalence of risk for compassion 
fatigue in the work environment which supported the development of a program for 
direct care providers. A 4-hour resiliency program developed and focused on the 
recognition of signs of compassion fatigue and the harmful effects of chronic stress. The 
resiliency strategies which proved of merit were self-regulation, intentionality, perceptual 
maturation and self-validation, social connection and self-care (Branch & Klinkenberg, 
2015). Another study indicated the effectiveness of an on-site, 6-week mindfulness-based 
intervention for 94 nurses in which each week participants were taught mindfulness of 
the breath, body, emotions, and thoughts (Duarte & Pinto-Gouveia, 2016). Results 
indicated that nurses in the intervention group reported significant decreases in 
compassion fatigue, stress, burnout, experiential avoidance, and increases in satisfaction 
with life, mindfulness, and self-compassion (Duarte & Pinto-Gouveia, 2016).  
  Grief is a contributor to compassion fatigue. Meadors, Lamson, Swanson, White, 
& Sira (2010) explored unexpressed grief in 185 health care providers who cared for 
chronically ill children which lead to the development of symptoms of compassion 
fatigue. This intervention evaluated the effectiveness of providing educational seminars 
on compassion fatigue for health care providers. The investigators found that the 
educational workshop was successful in increasing awareness of compassion fatigue and 
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reducing clinical stress (Meadors et al., 2010). The results suggested that caregivers who 
experience higher levels of personal stressors also experienced higher levels of clinical 
stress and compassion fatigue (Meadors et al., 2010). By taking care of the caregivers on 
both a personal and professional level, there was a substantial impact on the amount of 
stress and compassion fatigue shown by healthcare providers.  
The relationships among health promotion behaviors, compassion fatigue, 
burnout, and compassion satisfaction, among 214 nurses practicing in a community 
medical center were explored by Neville and Cole (2013). Health promotion behaviors 
were shown to be positively associated with compassion satisfaction and inversely related 
to both burnout and compassion fatigue (Neville & Cole, 2013). Findings indicate that 
while engagement in health promotion is essential and contributes to well-being in 
offsetting compassion fatigue, nurses may benefit from additional measures, such as 
workshops and educational opportunities (Neville & Cole, 2013).  
 A lack of workplace resources for prevention of compassion fatigue was 
identified in the literature. Work-related stress from interpersonal contact with patients 
with cancer and their family may result in physical, emotional, social, and spiritual 
difficulties for oncology nurses (Aycok & Boyle, 2011). A national survey indicated that 
there were limited amounts of education, retreats, or resources available in the workplace, 
especially education on dying and death (Aycok & Boyle, 2011). Employers must 
recognize the existence of compassion fatigue and provide healthcare workers 
management solutions (Aycok & Boyle, 2011). The prevalence of compassion fatigue 
reported presents the need for workplaces to examine the vulnerability of their staff and 
develop relevant and appropriate interventional programs (Potter et al., 2013). Overall, 
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the literature is in broad agreement on educational interventions for compassion fatigue 
prevention, assessment, and recognition.  
Gaps in the Literature 
There is little research on compassion fatigue among CNAs working in long-term 
care settings. No study has been identified to address the effect of a compassion fatigue 
awareness and self-care skills educational program for CNAs working in our nation’s 
state-run veteran nursing homes. The lack of compassion fatigue research on CNAs is in 
contrast to the quantity of research indicating compassion fatigue exists among licensed 
nurses and other licensed healthcare workers. Valid clinical questions arise during day-to-
day patient care activities (Belcher & Khouri-Stevens, 2012). It is essential to determine 
if the present findings can be generalized to other healthcare workers and environments; 
notably, CNAs who work in state-run nursing homes caring for our nation’s veterans. A 
better understanding of compassion fatigue in this segment of healthcare workers is 
needed to gain higher levels of evidence. Quality improvement initiatives will gain a 
better insight into the effect of compassion fatigue awareness and self-care skills 
educational interventions on the CNA population.   
Recommendations for Practice Innovation 
After a review of the evidence-based literature, it is apparent that there is 
supporting evidence for compassion fatigue awareness and self-care skills education. The 
frequency of compassion fatigue reported among nurses and other healthcare 
professionals presents the need for organizations to examine their staff vulnerability and 
develop suitable interventional programs (Potter et al., 2013). The literature is in broad 
agreement on educational interventions for compassion fatigue prevention, assessment, 
and recognition. There are differences in the type and level of educational interventions, 
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but no significant contradictions exist. Given the rising rates of burnout and compassion 
fatigue among healthcare workers, it is essential that efforts are made to develop and test 
interventions that can counteract such adverse outcomes (Craigie et al., 2016). 
Recognition of the use and effectiveness of interventions for compassion fatigue among 
nurses is growing (Potter et al., 2013). The following recommendations for practice 
innovation are specific to the E. Roy Stone, Jr. Veterans Nursing Home.  
Self-Care Skills 
The first recommendation is a workplace education intervention, specifically on 
compassion fatigue awareness and self-care skills education, to combat compassion 
fatigue. Practicing self-care skills has been shown to reduce burnout and compassion 
fatigue (Alkema et al., 2008).  Currently, the E. Roy Stone, Jr. Veterans Nursing Home 
has no systemic workplace efforts in place to support positive self-care behaviors in 
CNAs. Figley (2002) indicated that the management of compassion fatigue must be 
multifaceted and include prevention, assessment, and consequence minimization. Also, 
Figley (2002) suggested that helping professionals should participate in specific 
preventive and coping measures that involve reading articles about compassion fatigue 
and self-care.  
Specific interventions to prevent compassion fatigue and burnout in caregivers 
include education on the recognition of physical, mental, and emotional symptoms, and 
through proper nutrition, adequate sleep, and preventive health measures (United States 
Department of Veteran’s Affairs, 2018). Participants in a project by Petleski (2013) 
indicated after a one-hour education session that encompassed ten activities to improve 
self-care and work-life balance reported the importance of taking time for self-care 
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activities. Exercise, meditation, deep breathing exercises, and sleep importance were 
interventions (Petleski, 2013). Compassion fatigue is common among healthcare 
providers, and the development of resiliency to compassion fatigue may improve 
decisions, communication, and patient and nurse satisfaction (Potter et al., 2013).  
Stress Management 
The second recommendation is to combat burnout through interventions on stress 
management. Being aware of triggers and coping strategies may help nurses deal with 
expected stressors faced on a daily basis (Yoder, 2010). Burnout presents a problem to a 
worker’s health and resident quality of care (Cooper et al., 2016). In a study measuring 
compassion fatigue and burnout in a trauma team, Berg, Harshbarger, Ahlers-Schmidt, 
and Lippoldt (2016) discovered more than one-half of the participants scored high for 
being at risk and recommended strategies for education. Strategies were identified on 
how to recognize symptoms, team discussions, and emphasis on the positive aspects of 
patient care (Berg et al., 2016). Mimura (2003) indicated that the self-care program 
components that appear to be effective include relaxation training, social support, 
cognitive techniques, exercise, and music. Primary stress management interventions 
included the use of coping skills and support groups (Gunusen & Ustun, 2010) and 
psychoeducation programs (Kravits et al., 2010) have been shown to reduce self-reported 
stress and burnout. Other useful personal coping strategies were identified to include 
living a well-rounded life which included physical, emotional, and spiritual aspects of life 
(Yoder, 2010). Kravits et al. (2010) suggested regular, systematic efforts to support 





 Despite the adverse effects of compassion fatigue in the workplace, very little 
nursing research exists on the impact of compassion fatigue among CNAs working in a 
long-term care setting. Moreover, to date, there is no published research on the effects of 
a workplace compassion fatigue awareness and self-care skills education program for 
CNAs caring for our nation’s veterans in a state-run veterans nursing home. In the 
majority of the healthcare literature, compassion fatigue is described among licensed 
nurses working in various healthcare settings (Branch & Klinkenberg, 2015; Sinclair et 
al., 2017; Sorenson et al., 2016).  
 CNAs work under the supervision of licensed nurses in long-term care settings to 
provide physical, emotional, and spiritual care to residents. Despite similar exposure as 
licensed nurses to human suffering and environmental conditions, the CNA population 
working with our nation’s veterans in a state-run nursing home has been understudied. 
Compassion fatigue presents a risk to the quality of care provided to our nation’s 
veterans. Therefore, by building healthy coping mechanisms towards workplace stressors 
through the use of self-care skills, the effects of compassion fatigue can be minimized. If 
left unnoticed, the impact of compassion fatigue can take a toll on the CNA, the resident, 
and the entire organization.  
Project Design 
 
The purpose of this Doctor of Nursing Practice (DNP) quality improvement 
project titled, “The Effect of a Compassion Fatigue Awareness and Self-Care Skills 
Educational Program on Retention Among Certified Nursing Assistants Working in a 
Veterans Nursing Home,” is to increase the awareness of compassion fatigue and self-
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care skills among CNAs. This project will improve compassion satisfaction and CNA 
retention within the E. Roy Stone, Jr. Veterans Nursing Home. Retention rate 
improvement will be accomplished by the implementation of an evidence-based self-care 
skills education intervention addressing compassion fatigue awareness and self-care skills 
for CNAs. The intervention will promote effective coping mechanisms and build 
compassion fatigue resilience among CNAs through the use of multiple self-care skills.  
PICOT Question 
 CNAs working in a 90-bed state-operated veterans nursing home who are at risk 
for compassion fatigue (P), how does the implementation of a compassion fatigue 
awareness and self-care skills educational training (I), no educational training on 
compassion fatigue awareness and self-care skills (C), affect compassion satisfaction and 
retention (O), upon completion of the intervention and at one-month and at three-months 
post-intervention (T)? 
Project Aim 
The aim of the project was to increase the awareness of compassion fatigue and 
self-care skills among CNAs to improve compassion satisfaction and retention rate within 
the facility. Improvement in retention will be accomplished by the implementation of an 
evidence-based compassion fatigue awareness and self-care skills educational 
intervention addressing compassion fatigue awareness and self- care skill strategies.    
Conceptual Framework and Nursing Model 
 
 The positive and negative aspects of compassion are elements of professional 
quality of life (Stamm, 2010). Stamm (2010) notes professional quality of life as the 
quality an individual will feel when helping others. A professional quality of life for the 
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caregiver incorporates two compassion aspects; compassion satisfaction as the positive 
aspect and compassion fatigue as the negative aspect (Stamm, 2010). Compassion 
satisfaction is the positive aspect of compassion and the sum of all the positive feelings a 
person derives from helping others (Sacco et al., 2015). Compassion satisfaction is the 
pleasure derived from being able to do one’s work well (Alkema et al., 2008). According 
to Stamm (2010), helpers who recognize the contribution to the individuals that they 
serve will experience compassion satisfaction.  
 Conversely, compassion fatigue is the negative aspect of professional quality of 
life. The symptoms of compassion fatigue are varied and include sadness, depression, 
anxiety, and poor self-esteem (Stamm, 2010). The effects of compassion fatigue are 
believed to occur on a continuum from acute to chronic, and affect the seven domains: 
cognitive, emotional, behavioral, personal relations, somatic, work performance, and 
spirituality (Figley, 2002). Compassion fatigue is associated with a gradual lack of 
response to patient needs, a decrease in quality patient care, an increase in errors, higher 
rates of depression and anxiety, and increased rates of stress levels leading to an 
unhealthy workplace (Mathieu, 2012). Also, increased absenteeism and turnover rate 
occurs among health care providers (Sheppard, 2015)  
Theoretical Model of Compassion Satisfaction and Compassion Fatigue. The 
Theoretical Model of Compassion Satisfaction and Compassion Fatigue© by Stamm 
(2009) (see Figure 1.2) shows three key environments (work situation, environment of 
the person caring for, and the personal environment brought to the workplace) and how 
they feed into the positive and negative aspects of helping others (Stamm, 2009). The 
model supports the role environment has on compassion satisfaction and compassion 
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fatigue in the workplace.  
!!!!!!!!!! !!!!!!!!!!!!!!!!!!!!!!!!
Figure 1.2: Theoretical Model of Compassion Satisfaction and Compassion Fatigue ©  
        (Stamm, 2009). 
 
 Application of Orem’s Self-Care Model. The nursing framework for this 
evidence-based project is Dorothea Orem’s Self-Care Model. Orem’s nursing framework 
is made up of three related theories of self-care: theory of self-care, theory of self-care 
deficit, and theory of nursing systems (Orem, 2001). The Self-Care Deficit Theory refers 
to actions people initiate and perform on their behalf to maintain life, health, and well-
being (Orem, 2001). Self-care consists of “the action systems performed by individuals in 
time and conformity with healthcare requirements associated with their growth and 
development, their state of health and health-related conditions, the environment, and 
other influencing factors” (Allison, 2007, pp. 68). Specific interventions to prevent 
compassion fatigue and burnout in caregivers include education on the recognition of 
physical, mental, and emotional symptoms, and through healthy nutrition, adequate sleep, 
and preventive health measures (United States Department of Veteran’s Affairs, 2018).  
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 This selected theoretic framework helped guide the project’s interventions. The 
rationale for this framework is evident. If self-care skills are not implemented by the 
CNA, then physical, mental, and emotional peril will follow. CNAs who have a deficit in 
self-care skills may be at a higher risk for compassion fatigue. The self-care deficit theory 
(Figure 1.3) is based on the assumption that individuals should be self-reliant, however 
guiding others, supporting another, and providing an environment promoting personal 
development to meet future demands is a critical component (Orem, 2001). 
  





Evidence-based projects have various designs and methods. A quasi-experimental 
design was utilized. The methodology used involved CNAs recruited from a 90-bed state-
operated veterans nursing home. A seven-question demographics survey was completed 
by the participants before the start of the educational intervention, “What is in Your Self-
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Care Skills Toolbox?” The participants of the quality improvement intervention were 
given the Professional Quality of Life Scale (Pro QOL-version 5) tool by Stamm (2009). 
The Pro QOL tool is the most commonly used measure of negative and positive effects of 
helping others (Stamm, 2010). Following the intervention, at both 1-month and 3-months 
post-intervention, the Pro QOL tool was completed by the participants. Also, at three-
months post-intervention, a post-intervention survey was administered. The data results 
were de-identified and analyzed by placement on an Excel spreadsheet. All data results 
were kept confidential.  
Justification for Need 
 
The justification of need was apparent for this DNP quality improvement project. 
The project's aim was to increase the awareness of compassion fatigue and self-care skill 
strategies among CNAs to improve the CNA retention rate within the facility. Retention 
rate improvement was accomplished by the implementation of an evidence-based self-
care skills educational program addressing compassion fatigue awareness and multiple 
self-care skills.  
Identified Issues!
The identified organizational-level problem is a low CNA retention rate. Several 
factors increase the risk of compassion fatigue and high turnover within the facility. First, 
veterans have poorer health and health-related behaviors across multiple health domains 
than non-veterans (Hoerster et al., 2012). Approximately 70% of residents have 
behavioral issues related to dementia (SCDMH, 2017). Dementia among residents places 
a higher amount of emotional strain on their caretakers (Garfield et al., 2015). Also, 
quality measures on the April 2017 CASPER report generated by the Centers for 
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Medicare and Medicaid Services (CMS) (2017) indicated the facility was higher in both 
state and national averages for residents that need help with activities of daily living, 
falls, and pain. Furthermore, resident deaths place emotional stress on the CNA. In just 
the first 100 days of 2017, eight veteran deaths occurred within the facility. Buchan 
(2006) indicates workplace factors such as heavy workloads, staff shortages, and unstable 
work environments all affect emotional well-being, personal health, and the potential 
ability to provide appropriate care (Buchan, 2006).  
Root Cause 
Compassion fatigue is the cause of the identified organizational-level problem. 
Compassion fatigue refers to the emotional and physical exhaustion that can affect 
helping professionals and caregivers over time (Mathieu, 2012). It is a progressive 
collective product of prolonged, continuous, and intense contact with patients and 
environmental stress (Hooper et al., 2010). Over time, repeated exposure to a myriad of 
resident medical conditions, chronic and severe illnesses, suffering, and death may 
produce a state of exhaustion which negatively affect the caregiver’s ability to care for 
themselves and their residents (Austin et al., 2009). In the workplace, compassion fatigue 
increases absenteeism and turnover rates among health-care providers thus affecting care 
and safety (Sheppard, 2015).  
Aggregate Data!
A microsystem analysis of 12 months of CNA staffing boards from June 2016 to 
June 2017 revealed an alarming CNA retention rate of 42% (SCDMH, 2017). Also, the 
one year CNA retention rate was 44% among CNAs who remained employed full time 
during the 12-month period (SCDMH, 2017). This retention rate is lower than the 
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national CNA retention rate of 68.3% in America’s skilled nursing centers and South 
Carolina CNA retention rate of 68.1% (American Healthcare Association, 2014). 
Furthermore, the five-year CNA retention rate is 12% as evidenced by only five out of 43 
full-time CNAs have remained at the E. Roy Stone, Jr.  Nursing Home greater than five 
years (SCDMH, 2017).  
High CNA vacancy rate and the costs CNA turnover imposes on the organization 
is staggering. A 24-month analysis of CNA staffing boards dated August 2015 to July 
2017 revealed an overall CNA vacancy rate of 54% (SCDMH, 2017). The national 
average cost is $4,000 to replace one CNA due to turnover (American Healthcare 
Association, 2014). Therefore, the CNA turnover replacement cost during the 12-month 
period of June 2016 to July 2017 was approximately $168,000.00 (SCDMH, 2017). 
Furthermore, the price to place one CNA trainee through the state certified 6-week CNA 
training is approximately $20,000 per student. The training is performed quarterly with 
20 students per class. The yearly cost for 80 students amounts to $1.6 million with only 
33% of the students remaining employed with SCDMH more than one year after training 
and certification (SCDMH, 2017).  
Organizational Requirements 
The SCDMH is a state agency that gives priority to adults, children, and their 
families affected by severe mental illnesses and significant emotional disorders. The 
mission of the organization is to support the recovery of people with mental illnesses 
(SCDMH, 2018). The organization operates four nursing home facilities, three of which 
are veteran nursing homes within the state.  
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The E. Roy Stone, Jr. Veterans Nursing Home is one of the three veteran nursing 
homes operated by SCDMH and dedicated to serving South Carolina residents who are 
U.S. military veterans. The end user of the organization is the resident population which 
consists of 90 veterans of the U.S. military services who have received a general or 
honorable discharge, been a South Carolina resident for at least one year, and need long-
term nursing care, regardless of their mental health status (SCDMH, 2017). The customer 
requirement for this project is for caretakers to gain awareness of compassion fatigue and 
self-care skills, so the best quality care is delivered.  
The SCDMH has long-range goals to reduce CNA turnover rates, vacancy rates, 
and increase retention. Currently, the organization has a strategic plan named, “A Journey 
to Long-Term Care Excellence” started on July 1, 2016. The plan has entered the second 
year utilizing the American Nurses Credentialing Center (ANCC) Magnet Model pillars 
of transformational leadership, structural empowerment, exemplary professional practice, 
knowledge innovations and improvements, and empirical quality outcomes (ANCC, 
2017). The strategic plan is ongoing and has made positive strides in areas of CNA 
empowerment, retention, and quality resident care within the organization. 
Recommendations 
There were three recommendations for this quality improvement project. The first 
recommendation was to create a workplace educational training on compassion fatigue 
awareness and the use of self-care skills by September 18, 2017. The second 
recommendation was to develop a self-care skills journal for CNAs to bring awareness 
to journaling as a self-care skill by September 18, 2017. The last recommendation was to 
monitor CNA staffing boards monthly for 12-months post-intervention for CNA 
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retention using 42% retention rate as pre-intervention baseline. A goal was set for a 10% 
increase in  CNA retention rate, one-year post-project intervention (see Table 1.6). A 
Plan-Do-Study-Act (PDSA) cycle will be performed with monthly reports submitted to 




Recommendations                                                                                    Goal Date: 
___________________________________________________________________ 
 
Develop a workplace educational training on September 18, 2017  
compassion fatigue awareness and the use  
of self-care skills 
 
Develop a self-care skills journal September 18, 2017 
 
Monitor CNA staffing boards monthly 12-months post-intervention 




 Feasibility cannot be overlooked as a significant factor to consider when 
designing a study (Melnyk, Morrison-Beedy, & Cole, 2015). Four issues promoted the 
feasibility of this quality improvement project. The factors were stakeholder support, 
evidence-based outcomes, sample size, and resources. According to Newhouse and White 
(2012), defining the feasibility of evidence-based practice recommendations is essential 
to improving a specific problem in question. Securing support and resources is essential 
for an evidence-based project.  
Stakeholder Support 
The first issue that promotes the feasibility of this evidence-based project is 
securing support from executive leadership within the SCDMH Division of Inpatient 
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Services (DIS). When leaders express support for innovation, the change is more likely to 
occur (Melynk & Fineout-Overholt, 2015). According to White & Dang (2015), in order 
to move the evidence-based practice project to completion, the appropriate infrastructure 





Veteran Residents  Facility Leadership: Facility Director,  
Medical Director, Director of Nursing,  
Assistant Chief Nursing Officer, and  
Performance Improvement Program  
Manager  
Families of Veteran Residents  SCDMH Central: State Director/Senior 
Management 
SCDMH Nursing Staff (CNA, LPN, 
RN) 
SCDMH DIS Executive Leadership: 
Deputy Director, Controller, Facility  
Directors, Directors of Nursing, Medical  
Staff 
Agency Nursing Staff  Directors of Legal Department, Human 
Resources Director, Staffing Director,  
and Chief Nursing Officer  
Multidisciplinary Staff who Assisted 
with the Project 




The second issue that promoted feasibility for this project was the vast amount of 
evidence-based outcomes for self-care educational interventions that identify positive 
benefits to health care providers. In Flarity et al. (2013), the study suggested that 
organizational prevention programs may help reduce the risks of developing compassion 
fatigue. Educational programs on self-care skills have been shown to reduce compassion 
fatigue symptoms immediately after educational programs, at the 3-month and 6-month 
interval (Potter et al., 2010). According to Melynk, Morrison-Beedy, and Cole (2015), a 
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systematic review uses a process for identifying, assessing, and synthesizing research to 
answer a specific clinical question and gather conclusions about the evidence. A DNP 
project involves scholarly inquiry with a focus on progressing nursing knowledge by 
recognizing issues related to clinical practice (Moran, 2017). 
Sample Size 
The determination of a sufficient sample size is an essential step in the early 
process of planning a study (Melnyk et al., 2015). The subjects for this project involved 
CNAs, both SCDMH employees, and agency staff, working in the E. Roy Stone, Jr. 
Veterans Nursing Home. The goal of this study was to enroll 47 state employed CNAs 
and agency staff working the week of September 18 to 22, 2017 despite the difficulty of 
the CNAs to take time away from resident care units. Access to an adequate sample size 
enhanced feasibility (Melnyk & Fineout-Overholt, 2015). An adequate sample size was 
required to ensure reasonable confidence in the project results.  
Resources 
A resource assessment is performed in order to assess the level of readiness of the 
evidence-based project (Melnyk & Fineout-Overholt, 2015). The American Nurses 
Association Standards of Professional Practice list defines resource utilization of 
necessary resources to plan and provide services that are not only safe and effective but 
financially sound (Dearholt & Dang, 2012). The SCDMH Leadership and Governing 
Body supported this project because it recognized the readiness for change within the 
organization from current practices to evidence-based practices. Overall, there was a 
sense of urgency to propel this project forward. The organization provided the needed 
resources to complete the project such as administrative assistance, technical equipment, 
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conference rooms, and supplies. Executive leadership desired this project to succeed and 
made every effort to see it to completion.  
Feasibility Limitations 
There were identified factors that may impede the inquiry process. According to 
White and Dang (2015), implementing procedures with a low likelihood of success 
wastes valuable time and means that produce little benefits. The first factor that could 
limit project feasibility was the lack of evidence in the literature of success of compassion 
fatigue awareness and self-care skills interventions explicitly targeting the CNA 
population. In a study by Cooper and colleagues (2016), it was concluded the factors 
associated with burnout in health care aides were similar to nurses. Literature in the 
systematic review indicated the majority of compassion fatigue research focused on 
registered nurses in the intensive care unit, emergency room, and oncology departments. 
However, a dissertation by Little (2013) identified the complexities of compassion 
fatigue unique to long-term care nursing workers which included CNAs. In Cooper and 
colleagues (2016), the literature suggested that multiple strategies, such as debriefing and 
the promotion of self-care can lessen the risk and impact of compassion fatigue on the 
individual caregiver and the organization as a whole. 
 Furthermore, a CNA’s educational level could produce a lack of understanding on 
the importance of such a project. Misconceptions among CNAs may not yield a high 
participation rate. Also, the inability of CNAs to leave the minimally staffed resident 
units may impede participation in the evidence-based intervention. Fineholt-Overholt, 
Stillwell, Williamson, Cox, and Robbins (2015) indicated that teaching evidence-based 
51 
!
practice in a clinical setting requires commitment, diligence, enthusiasm, creativity, and 
teamwork.  
Project Intervention Plan 
The use of a project management plan process helps to carry out and manage 
project activities by utilizing a traditional management approach.  There are five key 
phases of a project management process: initiation, planning and design, execution and 
construction, monitoring and controlling systems and completion (Kerzner, 2009). The 
first phase is the initiation phase. An analysis was performed to determine the 
organization’s project need. The organization’s project need addressed compassion 
fatigue and CNA retention. The project need involved an educational intervention 
addressing compassion fatigue awareness and self-care skills to increase CNA retention.  
A financial analysis did not apply to this quality improvement project. However, a study 
can be performed on improving operational cost with lower turnover and better resident 
outcomes.   
Objectives 
The second phase of the project management process was planning and design. 
During the project planning stage, the project’s five objectives were set to describe the 
project’s intended outcomes. Project objectives keep the project implementation focused, 
clarify assumptions, and avoid events that were unintended (Burson & Moran, 2017). The 
five project objectives are listed as follows:  
1) Align with the E. Roy Stone, Jr. Veterans Nursing Home mission statement 
immediately in order to provide stakeholder clarity of the project’s purpose 
within the organization. Throughout the project timeframe, the project 
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purpose will align with the mission statement, “to create a home where 
residents will receive excellent care and live in peace and dignity” (SCDMH, 
2018). Alignment of the mission was to provide stakeholder clarity of the 
project’s purpose within the organization.  
2) Develop a workplace educational training on compassion fatigue awareness 
and the use of self-care skills. By the start of project implementation on 9-18-
2017, a workplace educational training titled, “What is in Your Self-Care 
Skills Toolbox?” will be developed for CNAs working in the E. Roy Stone, Jr. 
Veterans Nursing Home addressing both compassion fatigue awareness and 
the use of self-care skills. The educational program training will bring 
awareness to compassion fatigue and how self-care promotes positive coping 
mechanisms and resilience to workplace stressors, thus increasing CNA 
retention (Appendix G).  
3) Develop a self-care skills journal for CNAs in order to bring awareness to 
journaling as a useful self-care skill. Before the project intervention start date 
of 9-18-2017, a self-care skills journal for CNAs was developed in order to 
bring awareness to journaling as a self-care skill that will reduce stress and 
promote CNA well-being (Appendix H).  
4) Increase CNA knowledge on the recognition of compassion fatigue and the 
use of self-care skills. At the end of the 90-minute self-care skills educational 
training session, “What is in Your Self-Care Skills Toolbox?” CNA 
participants will increase their knowledge on the recognition of compassion 
fatigue and use of self-care skills. The objective is to increase compassion 
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satisfaction scores on the Pro QOL tool at one-month and three-months post-
intervention  
5) Increase the retention rate of state-employed CNAs caring for veterans in the 
E. Roy Stone, Jr. Veterans Nursing Home by 10% one-year post-intervention. 
This will be accomplished by the use of self-care skills to promote resilience 
to stressors that may lead to the development of compassion fatigue and the 
negative effects on the workforce. 
Timeline 
 In the planning stage, the project’s timeline was constructed using a Gantt chart. A 
Gantt chart is a visual chart of the project task’s start and finishes dates. The Gantt chart 
kept track of major project milestone completions. A Gantt chart is located in Table 1.8.  
Table 1.8 
Gantt Chart  
Task Name Start Date End Date 
Work with chair, co-chairs, and outside member on project 
proposal 5/1/17 8/15/17 
Develop compassion fatigue workplace intervention project 
Power Point presentation  5/1/17 8/15/17 
Develop self-care skills journal, print, and bind  5/1/17 8/15/17 
Obtain supplies for project deliverables and Giveaways 5/1/17 8/15/17 
Draft IRB proposals to SCDMH and UofSC  7/1/17 9/5/17 
Send all proposal materials to committee (committee reviews 
and prepares feedback 8/01/17 8/15/17 
Defend proposal to committee 9/05/17 9/05/17 
Revisions to proposal  9/05/17 9/12/17 
Submit IRB to SCDMH and UofSC-gain approval 9/05/17 9/15/17 
Research journals for publishable article  9/5/17 9/15/17 
Collect pre-intervention baseline data 9/18/17 9/22/17 
Start intervention  9/18/17 9/22/17 
Collect data 1-month post-intervention  10/23/17 10/30/17 
Collect data 3-months post-intervention  12/23/17 12/30/17 
Draft manuscript  9/15/17 2/8/18 
Poster presentation site identified and abstract sent to sponsor 1/30/18 1/30/18 
Finalize data collection  12/31/17 12/31/17 
Evaluate intervention/practice change & analyze data 12/31/18 1/10/18 





During the planning stage, manager risk was taken into consideration. A program 
manager must accept the chance that something may happen during the project and 
address it when it occurs. A backup plan was created for equipment failure during the 
intervention. Copies of the power-point slide intervention were made so that the 
intervention could continue avoiding delays in project implementation. Projected risks 
were identified before project start. The identified risks are rated by risk identification 
numbers (see Table 1.9).  
Table 1.9 
Risk Identification                                                    
 





CNAs refuse to participate  (5) (1) 
Lack of continued support from key leaders  (5) (1) 
Organization-wide computer outage (5) (2) 
Malfunction of laptop and projector (5) (3) 
Glitch on PowerPoint slides-embedded videos do not 
work 
(3) (4) 
DHEC unexpected regulatory survey  (5) (2) 
State budget limits needed supplies  (5) (1) 
Flu season outbreak requires building quarantine  (5) (1) 





Send chapters 1, 2, and 3, manuscript and presentation to 
committee (committee review)  2/10/18 2/10/18 
Defend final DNP project  2/27/18 2/27/18 
Make any required revisions and send paperwork to graduate 
school  3/02/18 3/16/18 
Poster/oral presentation at UofSC Research Day  4/18/18 4/18/18 
Presentation to organization  4/20/18 4/20/18 
Submit article for journal publication  6/1/18 6/1/18 
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Execution and Construction 
The third phase was execution and construction. This phase identified the 
essential elements of people, resources, tools, funding, integration of costs and schedule, 
and performing of activities. The project’s execution and construction were identified in 
Table 1.10. 
Table 1.10 
Project Execution and Construction 
 
Execution and Construction 
People CNAs participation in the intervention during 
“Compassion Fatigue Week,’ the week of 
September 18, 2017. Healthy snacks and drinks 
were provided.  
Resources  People: CNAs, project manager, preceptor at the 
clinical site, project committee, key stakeholders 
and other players.  
Equipment: Projector, laptop computer, screen, 
conference room table and chairs.  
Tools Pro QOL tool-30 questions 
Demographics survey-7 questions  
Three-month post-intervention project survey 
Funding  Direct costs: Deliverables and snacks/drinks  
Integrating N/A due to type of project  
Performing Intervention  Keeping key stakeholders up to date on project 
status, helping to manage quality control and 
monitoring project risk.  
 
Budget and Resources 
A budget of $1,200.00 was set at the beginning of the project which included both 
direct (equipment and supplies) and indirect costs (day to day operations). The total direct 
56 
!
costs for the project were over budget by $194.04 which is attributed to the copying and 
binding charges of the fifty self-care skills journals. Because the project was conducted 
during regular work hours, there were no additional expenses to cover participant’s 
wages for 90-minutes to attend the education intervention or for staff assistance during 
regular work hours, along with the use of lights and electricity for running the 
technological equipment. Project costs are outlined in Table 1.11. 
Table 1.11 
Project Costs 
Items  Cost 
 
50 copies of self-care skills journals   $768.00 
images for journal and intervention   $75.00 
Toolbox Take Away Materials   
drawstring bags    $49.95 
Pedometers   $47.00 
Candles   $14.99 
hand lotion    $27.51 
stress balls    $22.40 
granola bars   $22.00 
apples    $30.00 
herbal tea    $12.00 
water bottles    $8.00 
bookmarks with tassels    $27.67 
Pens   $5.00 
candy    $22.00 
clear bags and curling ribbon   $14.00 
gold sheer bags   $8.58 
healthy snacks and drinks   $200.00 
candy for assistance appreciation    $40.00 
 
TOTAL  
   
$1, 394.04 
 
Resources and Resource Items 
Along with the budget, there were several key resources required to carry out the 
project tasks. Resources identified for this project were people, equipment, items for the 
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takeaway self-care skills toolbox, facility, and funding. The resources and resource items 
are listed in Table 1.12. 
Table 1.12 
Resources and Resource Items 
 
Resources Resource Items 
People  Estimate Percent Effort: 100%  
project manager: 75%  
project preceptor: 15%  
key stakeholders: 5%  
other players: 5%  
Equipment computers, printers, projector screen, 
office equipment: paper, folders, pens, 
stapler, paper-clips, tape 
Self-Care Skills 
Toolbox 
bottled water, granola bars, apples, stress  
balls, tasseled bookmarks, journals, pens,  
pedometers, candles, hand lotion, herbal 
tea sample, folder with preventative health 
information and resources 
Facility  E. Roy Stone, Jr. Veterans Nursing Home  
conference room  
Funding  The SCDMH budget for the E. Roy Stone, Jr.   




Resources were utilized to develop project deliverables. A deliverable is a project 
management term that describes the product of a project that will be delivered to the 
customer or stakeholder (Cutting, 2008). The five deliverables for this project are:  
1) Self-Care Skills Education Program. A 90-minute Microsoft PowerPoint 
presentation titled “What is in Your Self-Care Skills Toolbox?” with short 
video clips embedded was created for the project’s educational intervention. 
The presentation addressed compassion fatigue awareness and the following 
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15 self-care skills: Journaling, work-life balance, coping with stress, hand 
massage, grieving, breathing exercises, meditation, muscle relaxation, 
physical activity, back protection, sleep tips, healthy nutrition by reading 
labels, benefits of drinking water, and health prevention.  
(Appendix J). 
2) Self-Care Skills Journal. A 260-page journal titled, “Self-Care Skills 
Journal,” contains positive affirmations, compassion fatigue awareness, and 
self-care skills. The 260 pages represent the number of days a full-time 
CNA works in a year, so there is a page every workday to read a positive 
affirmation, journal or read about a self-care skill (see Appendix H). 
3) Take Away “Self-Care Skills Toolbox.” A drawstring bag filled with items 
such as a pedometer, bottle of water, apple, granola bar, stress ball, self-care 
skills journal, pen, tassel bookmark, hand lotion, candle, herbal tea sample, 
and educational materials on healthy eating, exercise, reading food labels, 
preventative testing such as mammogram and colonoscopy, smoking, stress, 
adult immunizations and favorite fitness and nutrition apps. This served as a 
jumpstart to exercising self-care skills. (Appendix I) 
4) My Learning Point Program. The development of an educational program 
for My Learning Point staff professional development software addressing 
compassion fatigue awareness and self-care skills for all nursing staff upon 
hire into the facility and reviewed annually. 
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5) Poster Presentation. A poster presentation at the University of South 
Carolina Research Conference on April 18, 2018, as required by DNP 
program. 
Evaluation Plan  
Monitoring 
The fourth phase of project management is monitoring and controlling systems. 
Correction of errors will be performed by the evaluation of the overall project performance 
on a regular basis to provide confidence that the project is being implemented as planned. 
The actual project schedule was reviewed daily and compared to baseline schedules to 
make sure the project was performed according to plans. Resubmissions would have been 
made if the project was not performing according to baseline, to provide steps to get the 
project back on track using the PDSA cycle. Communication among all people in multi-
disciplinary departments was necessary for this phase. Monitoring was performed 
according to Project Measures (see Table 1.13). 
Plan-Do-Study-Act 
The organization will know when a change is an improvement by several factors. 
First, the organization will identify noticeable positive changes in CNA morale and 
participation in organizational events. Also, the organization will know when the 
retention rate of state-employed CNAs increases 10% over a period of 12-months post-
intervention. Retention rate will be measured using the current baseline CNA retention 
rate of 42%. The retention rate will be measured each month for 12-months post-
intervention. The goal is for CNAs to stay employed longer by becoming more resilient 
to workplace stressors through compassion fatigue awareness and the utilization of self-
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care skills. A quantifiable measure is expected to be developed to assess an intervention 
improvement (Polancich & Koch, 2016). The PDSA model was chosen. The cycle will  
develop, implement, and study an improvement based on an understanding of the 
microsystem of care (Polancich & Koch, 2016). An organization's goal is to apply 
changes that result in improvement to close the gap by using the PDSA model. The 
following is the use of the PDSA model for this quality improvement intervention, based 
on the microsystem analysis. 
Plan 
Develop an evidence-based workplace compassion fatigue awareness and self-
care skills education program for CNAs. CNAs will increase compassion fatigue 
awareness and use of self-care skill strategies to promote both physical and emotional 
resilience to workplace stressors that may be contributing to a low CNA retention rate. 
Do 
Key organizational members were assembled (DIS deputy director, DIS chief 
nursing officer, director of nursing, facility administrator, and front-line CNA staff) to 
develop a plan and finalize the aims and outcomes. Performance of an evidence-based 
literature search on compassion fatigue interventions was performed to locate evidence-
based interventions for CNAs. An educational program was selected on compassion 
fatigue awareness and self-care skills. The evidence-based educational program for  
CNAs in the E. Roy Stone, Jr. Veterans Nursing Home was conducted. An 
appropriate measurement tool (Pro QOL-version 5) by Stamm (2009) was utilized, pre- 
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post-intervention. The data outcomes were gathered at all three intervals over a three-
month period.  
Study 
Analyze the data collected from the Pro QOL tool at pre-intervention and post-
intervention intervals. Discuss what was learned with key organizational members (DIS 
deputy director, DIS chief nursing officer, director of nursing, facility administrator, and 
front-line CNA staff. 
Act 
Permanent implementation of this program for all new CNAs upon hire 
completed as an annual mandatory training. Implementation in the 6-week state 
organized CNA training certification program, as well as two additional state-run veteran 
nursing homes within the state. With support from key individuals and the organization, 
this quality improvement project can produce a change by increasing the retention rate of 
state-employed CNAs and decreasing supplemental agency use in the facility. This will 
reduce the costs associated with agency CNAs. Also, the educational program, self-care 
skills toolkit, and a Self-Care Skills Journal will be utilized for multiple training 
opportunities. Overall, the training will occur for all new CNAs upon hire into the 
facility, mandatory annual training on the My Learning Point education program, six-
week state CNA certification program, and in two other state-run veteran homes in South 
Carolina.  
Sustainability of the Project 
 Evaluation of CNA retention will be performed by measuring CNA retention 24-
months pre-intervention and monthly for 24-months post project intervention. Results of 
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CNA retention will be communicated monthly to key leadership members. If the project 
is not performing according to baseline, steps will be taken to get the project back on 
track by using the PDSA cycle. The following are the PDSA steps: 
1.! Correct the Errors: Evaluation of the overall project performance on a 
regular basis to provide confidence that the project is being performed as 
planned. Actual project schedule reviewed daily and compared to baseline 
schedules to make sure the project is performing according to plan.   
2.! Resubmit: If the project is not performing according to baseline, steps will 
be taken to get the project back on track utilizing the PDSA cycle. 
Communication among all people in multi-disciplinary departments is 
essential in this phase. 
3.! Completion: The close-out phase includes an evaluation of the process and 
the outcomes. The use of an evaluation method appropriate for the project 
and purpose is necessary to evaluate and define the outcomes of the project. 
The findings of the project will be communicated to key stakeholders within 
the organization by using a PowerPoint presentation method during 
scheduled meeting times. Acknowledgement of team members and other 
supporters for doing a great job by personally thanking them for assisting, 
thank-you cards with a token of thanks, such as candy, and mentioning 
names in the facility newsletter and facility and DIS leadership meetings.   
Barriers and Facilitators 
Several barriers and facilitators were identified for the success of this project. The 
obstacles for this project were projected to be: lack of CNA interest in the quality 
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improvement project; inability of CNAs to leave unit for 90-minutes, technology gap; 
and unexpected circumstances such as a hurricane or other natural disaster. The key 
facilitators are support from key leadership members; participation of CNAs; effective 
communication; effectively managing changes, technology use is successful and 
supportive organizational culture.  
Project Constraints 
Two constraints were identified from the classic triple constraint triangle of time, 
cost, and scope. The two obstacles identified were time and cost. CNA time away from 
the unit is 90-minutes. Due to staffing numbers, CNAs who are interested will be pre-
scheduled to attend. Due to call-offs, many of the CNAs may need to reschedule another 
day and time. This could prolong the projected intervention time and data tool collection 
schedule. Second, due to the facility being a state-run facility, there were financial 
limitations of resources. The budget limited what could be provided during the project 
intervention.  
Success Factors 
There are critical factors that contribute to the project’s success: 1) securing 
support and agreement on the purpose and goals from key leadership members within the 
organization; 2) participation of CNAs in the project intervention; 3) cultivation of clarity 
by effective communication to stakeholders; 4) managing the scope of the project to 
effectively manage changes; 5) no biases on promise delivery; 6) technology use is 
successful; 8) realistic timeline; 9) clinical mentor is a champion for the project; and 10) 
planning to minimize political barriers such as organizational culture and strategic 




 It was assumed that key leadership within the organization would approve the 
project and continue project support until completion. It was also assumed that all state 
and agency CNAs who worked during the week of the intervention would participate in 
the pre-intervention data collection and intervention. Also, assumed was that all the 
participants would continue to participate in the one-month post-intervention and three-
month post-intervention data collection. Another assumption was that there would be no 
technological glitches with the computer and projector during the intervention week.  
Last, it was assumed that the project’s data collection would be completed by December 
31, 2017.  
Project Implementation  
Design 
This is a quasi-experimental quality improvement project using independent 
samples. Data were collected pre-intervention, one-month post-intervention, and three-
months post-intervention. Before implementation, the IRB from both the participating 
university (UOFUSC) and organization (SCDMH) reviewed and approved the evidence-
based intervention. This quality improvement project did not meet criteria for human 
subject research as defined by the Code of Federal Regulations.  
Method 
Recruitment of Participants 
Following both university and organization IRB approval, the project manager 
scheduled the evidence-based educational program within the facility. The conference 
room, laptop computer and projector were available during the week of September 18, 
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2017 to September 22, 2017. A recruitment flyer was created and displayed in visible 
areas throughout the facility. Due to the lack of computer access for CNAs within the 
facility, flyers were posted in the nurses’ station on each unit. Interested CNAs were then 
scheduled by the project manager or nurse manager for the 90-minute intervention on the 
supervisor’s master schedule during a shift throughout the week. The times of the 
educational program were 1 pm to 2:30 pm, 7 pm to 8:30 pm and 4 am to 5:30 am in 
order to accommodate the residents’ care and meal times.  
Participants 
Participants for this evidence-based intervention were solely CNAs. There was a 
total of 47 CNAs, both state and agency employed, on the staffing board during the 
intervention week. Inclusion criteria included: (a) CNA provision of direct resident care; 
(b) state or agency employees; (c) held full-time, part-time or temporary work status; (d) 
over age 18; (d) male or female; (e) English speaking; (f) able to stay for the entire 90-
minute intervention; and (g) willing to fill out the Pro QOL instrument pre-intervention 
and one-month and three-months post-intervention.!Exclusion criteria included CNAs 
who did not work in direct resident care; other direct care healthcare providers; 
participants less than 18 years of age; and CNAs who do not speak or read the English 
language. All CNAs were informed of the project dates and times through project flyers 
posted in common areas. There were 45 interested participants that met all inclusion 
criteria. 
Setting 
The setting was the E. Roy Stone, Jr. Veterans Nursing Home, a 90-bed long-term 
care not-for-profit state-operated veterans nursing home located on the C.M. Tucker, Jr. 
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Nursing Care Center campus in Columbia, South Carolina. It is one of three veteran 
nursing care homes operated by the SCDMH and dedicated to serving S.C. residents who 
are U.S military veterans. The resident population consisted of veterans of the U.S. 
military services who have received a general or honorable discharge, a S.C. resident for 
at least one year, and in need of long-term nursing care, regardless of their mental health 
status. The mission of the facility is “to create a home where residents will receive 
excellent care and live in peace and dignity” (SCDMH, 2018) The vision is “to be 
recognized as the standard of excellence in long-term care” (SCDMH, 2018). The facility 
is licensed by the state of S.C., certified by CMS and the Veterans Administration. It is 
also accredited by The Joint Commission. 
The E. Roy Stone, Jr. Veterans Nursing Home is made up of three skilled nursing 
units. There are two open units and one secure unit. The nursing staff consisted of 15 
registered nurses, 12 licensed practical nurses, and 47 CNAs. The majority of the direct 
nursing staff are CNAs working in conditions of high long-term demands, primarily 
caring for residents suffering from chronic mental and medical conditions. Along with 
the nursing department, an interdisciplinary staff provides on-site medical care; 
rehabilitative therapy; pharmacy services; recreation and therapeutic activities; social 
services; pastoral care; dietary services; transportation services; beauty and barber 
services; and laundry services. Within the facility, a private conference room was utilized 
for the educational program and data collection.  
Outcomes 
 
 The outcome of this evidence-based project was to increase awareness of 
compassion fatigue and the use of self-care skills among CNAs working in a state-
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operated veterans nursing home. The outcome was achieved by providing a 90-minute 
educational program titled, “What is in Your Self-Care Skills Toolbox?” A secondary 
outcome focused on increasing compassion satisfaction in order to increase the state-
employed CNA retention rate by 10% in the 12-months post-intervention. 
Intervention 
 A 90-minute interactive educational presentation was developed by the project 
manager using Microsoft PowerPoint software. Twelve short You-Tube video clips were 
embedded into the presentation. The presentation was titled “What is in Your Self-Care 
Skills Toolbox?” The presentation addressed compassion fatigue awareness, work-life 
balance, along with the following 15 self-care skills:  Compassion fatigue awareness, 
journaling, stress awareness, stress management, grieving, breathing exercises, 
meditation, muscle relaxation, hand massage, physical activity, back protection, sleep 
hygiene, healthy nutrition through reading food labels, benefits of drinking water, and 
health prevention reminders. The content of the educational program was based on 
evidence-based interventions from the literature review.  
 Take away items served as a jumpstart to CNAs exercising self-care skills away 
from the workplace. A take away “Self-Care Skills Toolbox” was provided to each 
participant. A drawstring bag was given to each CNA and filled with the following items: 
Journal, pen, bookmark, pedometer, stress ball, hand lotion, candle, herbal tea sample, 
and a folder of reading materials on preventative health measures. A nutrition bag was 
also distributed to each participant containing healthy food items. The healthy nutrition 
bag included a bottle of water, apple, granola bar and nuts.  
!
73!
 Also, a 260-page journal titled, “Self-Care Skills Journal” was developed by the 
project manager for the intervention. The journal was constructed using Microsoft Word 
software. Fifty copies were printed and bound by a local print shop. The 260 pages 
represented the number of work days a full-time employee works in a year so that 
journaling can be accomplished each workday. The journal contained positive 
affirmations on the top of each page. Also, compassion fatigue awareness information 
and various self-care skills were illustrated throughout the journal. A pen and tassel card 
bookmark were included so the participants could write a positive attribute about 
themselves on the bookmark as a real empowerment reminder.  
Data Collection Procedure 
 
 The data for this evidence-based intervention was assessed by pre-test and post-
test measures. Data collection took place pre-intervention, 1-month post-intervention, and 
3-months post-intervention to determine the efficacy of a compassion fatigue awareness 
and self-care skills program. All data collection was performed by paper distribution by 
the project manager due to lack of computer access by CNAs. The paper data collection 
tools for each participant were pre-placed in a de-identified envelope by the project 
manager. Printed instructions were located on each data collection tool. Also, prior to the 
start of the intervention, verbal instructions were given on how to complete each data 
collection tool.  
Demographic Survey 
The demographic survey was completed prior to educational intervention and de-
identified to maintain confidentiality. General instructions were provided to the 
participants on filling out the form. The participant demographic survey (see Appendix 
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D) contained seven questions: Age (years), gender, years of experience as a CNA, highest 
level of education, usual shift worked, hours worked per week, and employment status of 
state government or contracted agency. The demographic survey was the first tool that 
was filled out and took participants approximately five minutes to complete. After 
completion, each participant placed the demographic survey in an unmarked manila 
envelope.  
Professional Quality of Life Scale 
The Professional Quality of Life Scale: Compassion Satisfaction and Compassion 
Fatigue (Pro QOL-version 5) by Stamm (2009) was utilized to evaluate the effect of the 
educational program on the CNA (see Appendix F). The construct validity of the Pro 
QOL scale has been well established in the literature. The α reliability of each of the 
subscales ranged from 0.84 to 0.90 with a structural reliability coefficient of 0.91 
(Stamm, 2010). The tool was developed by B. Hudnall Stamm (2009) who grants the tool 
to be freely copied as long as the author is credited, no changes are made, and it is not 
sold (see Appendix E). The Pro QOL is a 30-item questionnaire that uses a Likert Scale 
to measure the participants’ positive and negative experiences, as a [helper] in their 
current work situation within the last 30 days. Each item is scored using a five-point 
Likert-type scale (1=never, 2=rarely, 3=sometimes, 4=often, 5=very often) in response to 
statements such as “I get satisfaction from being able to [help] people” and “I feel 
trapped by my job as a [helper]” (Stamm, 2009) (see Table 1.14).  For purposes of this 
quality improvement project, the Pro QOL tool was completed pre-implementation, post-
implementation at one-month and three-months post-intervention. After general 
instructions printed on the tool were read and participants questions were answered, the 
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Pro QOL tool completion took no more than 15-20 minutes. The completed tool was then 
placed in the manila envelope by the participant along with the completed demographic 
survey.  
Table 1.14 
Professional Quality of Life Scale (Pro QOL-Version 5) Tool  
   
1=Never        2=Rarely       3=Sometimes      4=Often       5=Very Often    
I am happy 
I am preoccupied with more than one person I [help] 
I get satisfaction from being able to [help] people 
I feel connected to others 
I jump or am startled by unexpected sounds 
I feel invigorated after working with those I [help] 
I find it difficult to separate my personal life from my life as a [helper] 
I am not as productive at work because I am losing sleep over traumatic experiences of a 
person I [help] 
I think that I might have been affected by the traumatic stress of those I [help] 
I feel trapped by my job as a [helper] 
Because of my [helping], I have felt “on edge” about various things  
I like my work as a [helper] 
I feel depressed because of the traumatic experiences of the people I [help] 
I feel as though I am experiencing the trauma of someone I have [helped] 
I have beliefs that sustain me 
I am pleased with how I am able to keep up with [helping] techniques and protocols  
I am the person I always wanted to be 
My work makes me feel satisfied 
I feel worn out because of my work as a [helper] 
I have happy thoughts and feelings about those I [help] and how I could help them 
I feel overwhelmed because my case [work] load seems endless 
I believe I can make a difference through my work 
I avoid certain activities or situations because they remind me of frightening experiences 
of the people I [help]. 
I am proud of what I can do to [help] 
As a result of my [helping], I have intrusive, frightening thoughts 
I feel “bogged down” by the system 
I have thoughts that I am a “success” as a [helper] 
I can’t recall important parts of my work with trauma victims  
I am a very caring person 
I am happy that I chose to do this work 
  




 After pre-implementation data collection, each subsequent data collection period 
lasted six to nine days. During the data collection period, CNAs were given an envelope 
with the data tools inside. After the participant completed the tool(s), the envelope with 
the completed data were placed in a secure container. Data collection container access 
was only permitted by the project manager. Participants were assured that no data could 
be traced and data would not be shared with anyone within the facility during the project 
duration.   
Three-Month Post-Implementation Survey 
A three-month post-implementation survey was conducted to collect feedback on 
the educational program among the remaining 35 CNAs. Participants were asked for their 
response to three questions. The first question involved ranking the top three self-care 
skills that were found most helpful in their daily lives. The participants were asked to 
rank the top three most helpful self-care skills out from the 15 self-care skill items 
presented during the educational intervention. The participants were asked to rank the 
items in the order of most helpful, second most helpful, and third most helpful.  
 The last two questions were five-point Likert scale questions. The Likert scale 
ranged from 1-strongly agree to 5-strongly disagree and asked the participants whether 
the intervention on compassion fatigue and self-care skills was informative and useful. 
The third question, using a Likert scale ranging from 1-strongly agree to 5-strongly 
disagree, asked participants whether CNAs working in other veteran nursing homes could 
benefit from a similar in-service on compassion fatigue awareness and self-care skills. 
Overall, the purpose of the three question post-intervention survey was to collect 
feedback on the intervention (Appendix J). 
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Data Management and Analysis Procedures  
 Data analysis commenced after participant completion of the demographics tool 
and the Pro QOL tool pre-implementation. Once the survey data were returned, the 
program manager, with the assistance of a biostatistician, coded and reviewed the 
participant data using Excel spreadsheet software. Then, the creation of data were 
performed in a form that would be usable in the statistical analysis using SAS® (2013) 
software. The project manager utilized descriptive statistical analysis which included 
frequency tables for categorical variables and means, standard deviation, and range for 
continuous variables. Demographic variables were assessed with descriptive statistics. 
Parametric test (ANOVA) and nonparametric test (Kruskal Wallis) were used to compare 
outcome differences for compassion satisfaction, burnout, and compassion fatigue pre-
intervention, 1-month post-intervention, and 3-months post-intervention. Statistical 
significance alpha level was set at 0.05 for each of the research questions. 
Protection of Human Subjects  
 The protection of human subjects was maintained throughout the implementation 
of the evidence-based intervention. In the planning stage, the project manager completed 
CITI training for the University of South Carolina (UofSC). This project was conducted 
only after approval from the institutional review board (IRB) at both UofSC (Appendix 
B) and SCDMH (Appendix C). There were no human subject requirements for the 
project. The project was screened by the SCDMH IRB and the UofSC IRB. Both IRBs 
determined that the proposed project did not meet criteria for human subjects research as 
defined by the Code of Federal Regulations: Title 45, Part 46, Protection of Human 
Subjects definitions. This project did not require continued review or oversight by either 
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of the IRB facilities. All data were de-identified and kept confidentially secure. The data 
were entered into Excel software on a password-protected computer in which only the 
project manager had access to throughout the intervention.  
Summary 
After establishing an evidence-based educational program addressing compassion 
fatigue awareness and self-care skills for CNAs, the use of a project management process 
helped to carry out and manage project activities. The 90-minute evidence-based 
educational program, “What is in your Self-Care Skills Toolbox?”, was performed a total 
of 14 times on three shifts throughout the week of September 18, 2017 to September 22, 
2017. Data from the intervention was collected pre-intervention, 1-month post-
intervention from October 23 to October 30, 2017, and 3-months post-intervention from 
December 23 to December 29, 2017.  The results of the evidence based intervention are 
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 Low retention rates among certified nursing assistants (CNAs) pose a significant 
threat to the provision of quality care to our nation’s veterans. To improve retention, the 
effects of a workplace educational program, addressing compassion fatigue awareness 
and self-care strategies was assessed. Forty-five CNAs from a state-run veterans nursing 
home attended a 90-minute workplace educational program. CNA’s level of compassion 
satisfaction, burnout, and secondary traumatic stress were measured at three intervals: 
pre-intervention, 1-month post- intervention, and 3-months post-intervention. Results 
indicated increased retention among CNAs and reduced the use of supplemental agency 
staff. Post-intervention, compassion satisfaction, burnout and secondary traumatic stress 
improved. Retention can be improved in long-term care settings, with workplace 
educational programs that reduce compassion fatigue among CNAs.  
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 Certified nursing assistants (CNAs) caring for veterans in long-term care settings 
are at risk of developing compassion fatigue. Across multiple health domains, veterans 
experience poorer health and health-related behaviors than non-veterans (Hoerster et al., 
2012). CNAs working with veterans endure repeated exposure to human suffering 
involving physical, mental, and emotional pain, as a result of a multitude of chronic 
health and behavioral conditions (Hoerster et al., 2012). The concept of compassion 
fatigue was first described in the nursing literature by Joinson (1992) who described 
classic stress patterns of nurses working in the emergency room. Over time, the profound 
exhaustion of compassion fatigue can cost a caregiver’s ability to practice their self-care 
nor provide a healthy work-life balance (Lombardo & Eyre, 2011).  
 CNAs are vital to the long-term care industry and provide the majority of nursing 
home care to our nation’s elderly. This direct care population makes up approximately 
65% of the full-time workforce in long-term care settings (Harris-Kojetin et al., 2013). 
There are nearly 1.5 million CNA jobs in the United States (United States Bureau of 
Labor Statistics, 2017). Approximately 41% of CNAs are employed in long-term care 
facilities which constitutes one of the largest and fastest growing workforces in the 
country (United States Bureau of Labor Statistics, 2017). The growth of employment for 
CNAs is much faster than the average for all occupations and projected CNA 
employment is expected to grow 17 percent from 2014 to 2024 (United States Bureau of 
Labor Statistics, 2017).  Despite these workforce figures, the nursing literature reveals a 
minute amount of published research on the effects of compassion fatigue on retention 
among CNAs working in long-term care settings.   
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 To date, research on compassion fatigue and its effects on the caregiver primarily 
focus on registered nurses and other licensed healthcare providers (e.g., social workers, 
counselors, and physicians) employed in various healthcare settings. However, in the past 
ten years, there are currently no published studies on the effect of a compassion fatigue 
awareness and self-care skills educational program on retention among CNAs working in 
a state-run veterans nursing home.   
 Caregivers often provide health-promoting care in the workplace for their 
patients. However, caregivers do not take time out to incorporate wellness behaviors into 
their own lives (Zadeh, Gamba, Hudson, & Wiener, 2012).  Dorthea Orem’s Self-Care 
Theory described self-care as deliberate actions an individual engages in for life, health, 
and well-being promotion and maintenance (Orem, 1995). To maintain a positive 
professional quality of life, known as compassion satisfaction, caregivers need to place 
heightened importance on their work-life balance, their boundary setting, spiritual well-
being, and self-care strategies (Sacco, Ciurzynski, Harvey & Ingersoll, 2015). The United 
States Department of Veteran’s Affairs (2017) promotes interventions for caregivers on 
the recognition of physical, mental, and emotional symptoms, and through healthy 
nutrition, adequate sleep, and preventive health measures. The practice of self-care 
among CNAs builds resilience to resident and workplace stressors that may lead to 
compassion fatigue and low retention.  
 Various resident and workplace factors expose CNAs to compassion fatigue, 
specifically physical and emotional strain on caregivers, including: poorer health among 
veterans than non-veterans, dementia, and deaths (Hoerster et al., 2012; Garfield, 
Musumeci, Reaves & Damico, 2015; Austin, Goble, Leier, & Byrne, 2009). Also, 
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workplace factors such as an unstable environment, heavy workloads, and staff shortages 
affect emotional well-being, personal health, and the ability to provide appropriate care 
(Austin et al., 2009). To lessen the impact of compassion fatigue, caregivers must 
participate in specific preventative and coping measures Figley (2002). Otherwise, high 
rates of CNA absenteeism, turnover, and low retention may occur.  
 As the aging population continues to grow and places higher demands on the 
healthcare industry, high rates of absenteeism and turnover are due to significant stress 
and job dissatisfaction among direct-care workers (Kash, Castle, Naufal, & Hawes, 
2006). High national vacant CNA positions in long-term care facilities totaled 43,300 in 
2012, a 17% increase from the period of 2010 to 2012 (American Healthcare Association, 
2014). Low retention and high turnover pose substantial costs to the organization. The 
national average cost to replace one CNA due to turnover is $4,000 (American 
Healthcare Association, 2014). Replacement costs are associated with recruitment and 
training of new CNAs, overtime for remaining staff, and the use of temporary staff to 
replace both voluntary and involuntary turnover (American Healthcare Association, 
2014). CNA vacancy leads to more frequent use of supplemental agency staff which 
places higher direct cost demands on the organization and creates a fragmented delivery 
of care, compounded by the multitude of call-outs that force CNAs to complete 
mandatory overtime to cover shifts that are under-staffed. Workers providing care in 
environments that are short-staffed experience increased levels of stress, frustration, and 
lower levels of job satisfaction (Andrews & Wan, 2009). These factors have forced 




 Rapid turnover of CNAs leaving the bedside are of concern for the future of long-
term care. The CNA retention rate in our nation’s long-term care facilities is 68.3% 
(American Healthcare Association, 2014).  National vacant CNA positions in long-term 
care facilities totaled 43,300 in 2012; a 17% increase from the period of 2010 to 2012 
(American Healthcare Association, 2014). As our nation’s population continues to age at 
a steady pace, by 2030, more than 20 percent of U.S. residents are projected to be aged 
65 and over, up from 13 percent in 2010 and 9.8 percent in 1970 (United States Census 
Bureau, 2014). To better retain CNAs, organizations must provide workplace programs to 
enhance recognition, prevention, and management of compassion fatigue (Potter et al., 
2013). Organizational compassion fatigue prevention programs can increase compassion 
satisfaction and address how to manage the risks that lead to compassion fatigue (Flarity, 
Gentry, & Mesnikoff, 2013).   
 The aim of this project was to increase CNA retention through awareness of 
compassion fatigue and self-care skill strategies. Improvement in retention will be 
accomplished by the implementation of an evidence-based workplace educational 
program addressing compassion fatigue awareness and building compassion fatigue 




 This quality improvement intervention used a quasi-experimental, independent 
group, pre-test and post-test design. Before implementation, the Institutional Review 
Board (IRB) from both the participating university and organization reviewed and 




 This project was implemented in a non-for-profit 90-bed state-run veterans 
nursing home. The facility is operated by the state’s Department of Mental Health and 
located in the Southeast region of the United States, licensed by the state and is certified 
by the Centers for Medicare and Medicaid Services (CMS), the Veterans Administration, 
and accredited by the Joint Commission. The organization acknowledged the importance 
of increasing CNA retention within the facility.  
Participants and Recruitment 
 
A total of 45 CNAs were recruited using a recruitment flyer that was displayed 
throughout the facility, including three nurses’ stations due to the lack of computer access 
for CNAs. Interested CNAs were then scheduled by the project manager or nurse 
manager for the 90-minute intervention during their scheduled shift, accommodating the 
residents’ care and meal times.  
Eligible participant inclusion criteria included: (a) CNA provision of direct 
resident care; (b) state or agency employees; (c) held full-time, part-time or temporary 
work status; (d) over age 18; (e) male or female; (f) English speaking; (g) able to stay for 
the entire 90-minute intervention; and (g) willing to fill out the 30-question instrument at 
1 and 3-months post-intervention.!Exclusion criteria included CNAs who did not work in 
direct resident care, other direct care healthcare providers, participants less than 18 years 
of age, and CNAs who do not speak or read the English language. All 45 interested 








 Sociodemographic information was collected before the evidence-based 
intervention started using a participant demographic survey. The participant demographic 
survey assessed seven general sociodemographic items included:  age, gender, years of 
experience as a CNA, highest level of education, the usual shift worked, hours worked 
per week, and employer. The participants were instructed to omit placing their names on 
the survey and to select the answer that best represented their current situation. The 
survey took less than five minutes to complete. Each participant completed the form, 
placed it into a large envelope, and deposited the form in a secure box located in a 
conference room that only the program manager had access to.   
Professional Quality of Life Version 5  
 
Participants completed the Professional Quality of Life Scale, (Pro QOL) Version 
5 tool, (Stamm, 2010).  A professional quality of life is defined as the quality a person 
feels relevant to their work as a caregiver (Stamm, 2010). The concept is associated with 
integrated features of work environment, the client environment and person-environment 
(Stamm, 2010). The tool is a 30-item self-report measure using the Likert scale ranging 
from one (never) to five (very often) and was utilized pre-intervention and at 1-month 
and 3-months post-intervention. Participants answered the 30-item tool based on how 
frequently they experienced each item in the last 30-days by using a scale from one 
(never) to five (very often).  
The tool addressed three distinct subscales: compassion satisfaction (CS), burnout 
(BO), and secondary traumatic stress (STS) (Figure 2.1). Each subscale contained ten 
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items. The first subscale is a measure of compassion satisfaction (CS) which is pleasure 
derived from doing work well (e.g., ‘My work makes me feel satisfied’). The second 
subscale is a measure of burnout which is an element of compassion fatigue and not a 
desirable effect of caring (e.g. ‘I feel worn out because of my work as a [helper]”) 
(Stamm, 2010). The third subscale is secondary traumatic stress (STS), an element of 
compassion fatigue that involves secondary exposure to individuals who have suffered 
very stressful situations (e.g. ‘I find it difficult to separate my personal life from my life 
as a [helper]’) (Stamm, 2010). The 30-item tool took no longer than 15 minutes to 
complete. Each participant placed the completed form in a large envelope, sealed and 
placed the form in a secure box that only the program manager had access to.   
   
           Figure 2.1 Professional Quality of Life Model (B. H. Stamm, 2010) 
Post-Implementation Survey  
A post-implementation survey was conducted to collect feedback on the 
usefulness of the educational program. Data collected included ranking the top three self-
care skill topics reviewed in the intervention. Questions were included on the usefulness 
of the program for the participant and whether the participants indicated that the 





 The project manager utilized descriptive statistical analysis which included 
frequency tables for categorical variables and means, standard deviation, and range for 
continuous variables. Demographic variables were assessed with descriptive statistics. 
Parametric test (ANOVA) and nonparametric test (Kruskal-Wallis) were used to compare 
outcome differences for compassion satisfaction, burnout, and compassion fatigue pre-
intervention, 1-month post-intervention, and 3-months post-intervention. Statistical 
significance alpha level was set at 0.05 for each of the research questions.  
Intervention  
A 90-minute interactive educational presentation was developed including 12 
short You-Tube video clips embedded into the presentation. The presentation was titled 
“What is in Your Self-Care Skills Toolbox?” The presentation addressed compassion 
fatigue awareness and the following 14 self-care skills: journaling, stress awareness, 
stress management, grieving, breathing exercises, meditation, muscle relaxation, hand 
massage, physical activity, back protection, sleep hygiene, healthy nutrition through 
reading food labels, benefits of drinking water, and health prevention reminders.  
A week before the presentation, project flyers with the theme “Compassion 
Fatigue Awareness Week” were developed, distributed, and displayed in common areas. 
Throughout the week, the project manager provided 14 education classes on all three 
shifts. The frequency of classes allowed adequate CNA coverage on the nursing units. Of 
the 45 CNAs, 76% were state employees, and 24% were agency staff who participated in 
the educational program. All participants met inclusion criteria.  
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At the beginning of each educational session, each participant was given a seven-
question demographics survey and the Professional Quality of Life: Compassion 
Satisfaction and Fatigue Subscales, Version 5 (Pro QOL) tool developed by Stamm 
(2010). During the presentation, participants were actively engaged in the 90-minute 
presentation. The participants were able to demonstrate journaling, deep breathing 
exercises, meditation, and hand massage. After the initial education program, all CNAs 
were invited to participate in the data collection at 1 and 3-months post-education 
intervention. All collected data were de-identified and kept confidential.  
Take away items served as a jumpstart for participants to exercise self-care skills 
away from the workplace. A take away “Self-Care Skills Toolbox” was provided to each 
participant. A drawstring bag filled with the following items: journal, pen, bookmark, 
pedometer, stress ball, hand lotion, candle, herbal tea sample, and a folder of reading 
materials on preventative health measures. A healthy nutrition bag was also distributed to 
each participant with healthy food items. The healthy nutrition bag included a bottle of 
water, apple, granola bar and nuts.  
 Also, a 260-page journal titled, “Self-Care Skills Journal” was developed as part 
of the intervention. Each page of the journal represented the number of work days a full-
time employee works in a year so that journaling could be accomplished each work day. 
The journal contained positive affirmations on the top of each page. Also, compassion 
fatigue awareness information and various self-care skills were illustrated throughout the 
journal. A pen and tassel card bookmark were included so the participants could write a 




 This was a low budget quality improvement intervention to implement. The total 
cost of the intervention was under $1,500.00 with the most significant expense being the 
journal printing and binding. After the educational intervention was completed, the 
project was sustained within the organization using a shortened version of the 
presentation.  The intervention became a mandatory professional development tool within 
the organization for all nursing staff (CNA, LPN, RN) to participate in annually and upon 
hire in the facility. 
Measures 
 
 Pre-intervention, 45 CNAs participated in and completed the demographics form 
and Pro QOL instrument. At one-month post-intervention, 40 CNAs participated in 
completing the Pro QOL tool. At 3-months post-intervention, 35 participants participated 
in completing the Pro QOL tool and a post-intervention survey. There was a combined 
total of ten participant drop-outs during the 1-month and 3-month data collection period. 
In addressing turnover during the post-intervention data-collection period, the majority of 
the ten CNAs who were unable to continue was due to involuntary turnover (n=6). 
Involuntary turnover occurred due to the organization’s zero tolerance policy on issues of 
behavior that compromise resident safety. Other factors associated with participant drop-




At the three-month period following intervention, retention rates among CNAs 
increased, and utilization of supplemental agency staff decreased. Following participation 
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in the intervention, four agency employed CNAs switched to state employment. Due to 
the lack of agency need within the facility, five out of nine full contract agency CNAs 
were reduced to an as-needed basis. Also, there was no voluntary turnover of state-
employed CNAs in the facility.  
Overall, retention rates increased in the three-months post-intervention when 
compared to the same three months from the previous year. One-month post-intervention, 
a 95% CNA retention rate was achieved which was a 43% increase from the previous 
year. Second-month post-intervention, facility CNA retention rate was 86%; a 42% 
increase from the previous year. The third-month post-intervention rate was 84%; a 40% 
increase from one-year prior. Overall retention rates were higher in all three-months post-
intervention than in the previous year. CNA retention will continue to be monitored 
monthly for 12-months post-intervention. The data will be compared to retention 12-
months before the start of the evidence-based intervention. 
Participant Demographics 
 
A total of 45 participants fully completed the demographics tool pre-intervention. 
The majority of participants were female; CNA experience of 20 plus years; CNA 
training or some college with no degree earned; worked the daytime work shift; worked 
full-time with greater than 40 hours worked per week and; the majority of participants 
were state employees (see Table 2.1). 
Statistical Testing and Significance 
Parametric test (ANOVA) and nonparametric test (Kruskal-Wallis) were used to 
compare outcome differences for compassion satisfaction (CS), burnout, and secondary 
traumatic stress (STS) (compassion fatigue) pre-intervention, 1-month post-intervention, 
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and 3-months post-intervention. Data entry and statistical analysis were completed using 
Microsoft Excel and SAS® for Windows 9.4 (2013) statistical software. Participant data 
were analyzed using a mean total for each of the CS, burnout, and STS subscales. 
Statistical significance was established at p < .05.  
Table 2.1 
Frequency Distribution for Demographic Variables  
_____________________________________________________________________ 
                     n              % 
_____________________________________________________________________ 
Gender 
Male                                                                                                   3               6.7 
Female                                                                                              42             93.3 
Age groups (years) 
< 20                                                                                                     1               2.2 
20-29                                                                                                   5             11.1 
30-39                                                                                                   9             20.0 
40-49                                                                                                 12             26.7 
50-59                                                                                                 13             28.9 
>60                                                                                                      5             11.1 
Experience as a CNA (years) 
< 1 year                                                        3              6.67 
1-5 years                                                   10              22.2 
6-10 years                                                                1                2.2 
11-15 years                                                   5              11.1 
16-20 years                                                   4              8.89 
> 20 years                                                    22             48.9 
Highest Level of Education  
CNA Training                                      17             37.8 
College Credit, No Degree Earned           17             37.8 
College Degree                 11             24.4 
Usual Shift Worked 
Days              16              35.6 
Evenings           13              28.9 
Nights                          5              11.1 
Mixed Shifts           11              24.4 
Employer 
State               34             75.6 
Agency            11             24.4 
Employment Status and Hours Worked Per Week 
Temp Status (less than 16 hours/week)                       1               2.2 
Part-Time (32 hours or less/week)                              3               6.7 
Full-Time (33 to 40 hours/week)                       15             33.3 




The data revealed that females had higher CS, burnout, and STS scores than the 
male gender however, the data collection was limited due to a small male sample size. 
Participants over the age of 50 showed higher CS and STS scores, and ages 40 to 49 had 
a higher burnout score. A CNA’s work experience of 1 to 5 years had higher CS, less 
than five years CNA experience had higher burnout, and between 6 to 10 years of 
experience had higher levels of STS. Hours worked per week indicated that temporary or 
part-time CNAs had higher CS, full-time CNAs working greater than 40 hours had higher 
burnout and STS scores. Level of education indicated that participants with only CNA 
training had higher CS and STS, and college credit without a degree earned had higher 
burnout. Shift work was a factor in higher CS on the evening shift (3 pm-11pm), higher 
burnout on the night shift (11pm-7am), and higher STS on the day shift (7am-3pm). The 
last demographic characteristic was the CNA’s employer. The participants who worked 
for the state had higher CS and higher STS, with higher burnout identified in agency 
employed participants. 
There were two significant results for subscales by participant demographics 
using parametric and non-parametric testing. The first result of the parametric test 
(ANOVA) and non-parametric tests (Kruskal-Wallis Test) indicated that burnout for shift 
was significant for ANOVA (p-value=0.029) and Kruskal-Wallis (p-value =0.014). The 
second result, ANOVA (p-value =0.0002) and Wilcoxon Two-Sample Test (p-
value=0.001) indicated that CS for employer was significant. However, the results did not 
indicate the mean of the T-scores were significant by other variables in both parametric 




Pro QOL Outcome Measures and Levels by Subscale  
Pro QOL outcome measures for raw scores, mean and standard deviation, for CS, 
burnout, STS are presented in Table 2.2. Stamm (2010) indicates the sum of each Pro 
QOL score are scored as low, average, and at a high-level category for each subscale of 
CS, burnout, and STS. According to collective raw scores pre-intervention, all three Pro 
QOL subscales, CS (38.07), burnout (23.42), and STS (23.09), were at average levels. 
One-month post-intervention, subscales indicated CS (39.25) level remained at an 
average level. However, burnout (20.60) and STS (19.53) levels decreased to a low level. 
Three-month post-intervention scores indicated CS (37.89) remained at an average level, 
and burnout (21.94) and STS (21.06) scores remained at a low level as the one-month 
post-intervention score. Both burnout and STS three-month post-intervention scores were 
lower than pre-intervention scores.  
Table 2.2  
Professional Quality of Life (Pro QOL-Version 5) Outcome Measures   
________________________________________________________________________ 
                                       Pre-Intervention       1-Month Post      3-Months Post   
           Mean (SD)               Mean (SD)             Mean (SD) 
Subscales              n=45           n=40                       n=35 
________________________________________________________________________ 
Compassion Satisfaction              38.07 (4.38)              39.25 (4.11)             37.89 (5.30) 
Burnout                                         23.42 (5.19)              20.60 (5.19)             21.94 (6.20) 




Pro QOL Outcome Measures for T-Test Scores 
Parametric (ANOVA) and non-parametric (Kruskal-Wallis) scores were not 
significant for CS (0.36 and 0.38) respectively. The result of the parametric test 
(ANOVA) for burnout (0.06) and STS (0.06) was close to becoming significant. 
!
95!
However, the non-parametric test (Kruskal-Wallis) was significant for burnout (0.04) and 
STS (0.02) The results are presented in Table 2.3.  
Table 2.3  
Pro QOL Outcome Measures and P Value for ANOVA/Kruskal-Wallis  
________________________________________________________________________ 
                                    Pre-Intervention    1-Month Post     3-Months Post   P-Value  
                                       
              ANOVA/ 
                                                                                                                             Kruskal-  
                                                                                                                             Wallis 
             Mean (SD)        Mean (SD)       Mean (SD)           Scores 
                n=45                  n=40                n=35 
________________________________________________________________________ 
Compassion Satisfaction       49.25 (9.56)        51.84 (8.96)    48.86(11.56)       .36 /.38 
Burnout                                  52.46 (9.29)        47.40 (9.29)    49.81(11.11)       .06 /.04 
Secondary Traumatic Stress  52.50 (9.13)        47.49 (9.45)    49.65(11.13)       .06 /.02 
________________________________________________________________________ 
 
Three-Month Post-Intervention Survey 
The responses from the questionnaire demonstrated that the participants were 
satisfied with the intervention. The first survey question was, “Which of the following 
self-care skills did you find the most helpful?” The results indicated that 37% of the 
participants responded compassion fatigue awareness was the most helpful self-care topic 
covered in the educational program. The second-ranked choice was journaling (23%). 
The third-ranked choice tied at journaling (17.1%), meditation exercises (17.1 %), and 
work-life balance (17.1%). Overall, the top-ranked self-care topics the participants found 
beneficial were compassion fatigue awareness, journaling, meditation exercises, and 
maintaining a work-life balance.  
 For the question, “I found the in-service on compassion fatigue awareness and 
self-care skills to be informative and useful in my everyday life,” the participant response 
revealed 49% of participants strongly agreed and, 43% of participants agreed that the 
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educational program was informative and useful in their everyday lives. One person 
disagreed (2.9%) with no strongly disagree responses. Participants indicated that CNAs 
working in other veteran nursing homes would benefit from a similar in-service. The 
third question, “CNAs working in other veteran nursing homes would benefit from a 
similar in-service on compassion fatigue awareness and self-care skills.” Forty-nine 
percent of the participants strongly agreed and, 43% of the participants agreed. No 
participant disagreed. However, one participant strongly disagreed (2.9%). The post-
survey responses provided insight on the usefulness of the education program for future 
compassion fatigue educational programs.  
Discussion 
 The findings of this quality improvement project were successful in increasing 
retention among an understudied CNA population. One of the project’s aims was to 
increase state-employed CNAs and relatedly, reduce the use of supplemental agency 
CNAs in the 12-months following the intervention. Three-months following intervention, 
retention rates among CNAs increased, utilization of supplemental agency staff 
decreased, and CNAs gained valuable empowerment to manage stressors in the 
workplace. As a result of the evidence-based intervention, CNAs were more satisfied 
with their jobs as evidenced by increased retention. Ongoing education addressing 
compassion fatigue in the workplace is necessary to maintain job satisfaction and reduce 
turnover.  
CNA retention improved post-intervention in several ways.  First, the educational 
program on compassion awareness and self-care skills decreased voluntary turnover 
among state-employed CNAs. There was no voluntary turnover of state-employed CNAs 
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who attended the intervention three-months post-intervention. However, there was a loss 
of ten CNAs during the post-intervention data collection period in which 80% of the 
turnover was due to involuntary turnover. The remaining 20% of the CNAs were out of 
the facility on workman’s compensation and extended medical leave during the data 
collection period. By decreasing voluntary turnover and increasing retention among 
CNAs, there was a decrease in supplemental agency staff use in the three-months 
following intervention. 
 Furthermore, the use of supplemental agency staff decreased within the facility. 
Five out of nine full contract agency CNAs were reduced to an as-needed basis. The 
reduction was a direct result of four agency CNAs switching to full-time state 
employment. The agency staff recognized that the organization valued the CNA’s role 
and respected the CNA’s value that other employers tend to neglect. The intervention 
empowered supplemental agency staff to look at themselves more positively and 
recognize that work-life balance was necessary for both themselves and their families.  
 Retention of CNAs does not merely occur by increasing wages, but other 
workplace factors such as respect, work-life balance, and professional growth 
opportunities. Within the organization, an ongoing strategic plan to increase professional 
growth has been in effect since 2016. One of the components includes professional 
growth for CNAs. In the organization, CNAs are provided professional development 
tools for success such as Lippincott computer-based resources, educational in-services, 
career ladders, and tuition reimbursement for continued educational success.  
 The intervention displayed CNA interest in workplace educational programs. 
There was evidence of considerable appeal among the CNAs to learn about compassion 
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fatigue awareness and self-care skills. The participants expressed satisfaction that the 
educational program focused exclusively on the CNA. Engaging discussion occurred 
among the participants during the intervention. However, due to the 90-minute allotted 
time frame, the program manager encouraged the participants to engage in post-
intervention discussion.  
 CNAs were engaged in the intervention stating the topic was interesting. The 
program manager was approached by participants expressing use of various self-care skill 
strategies, and that family members were using them. CNAs requested ongoing 
educational programs. CNAs were also interested in the type of apples, granola bars and 
herbal tea provided during the intervention. Interest was expressed by participants on 
how to obtain the free self-care apps and YouTube videos used in the intervention. 
Participant responses presented in this evidence-based intervention will be a helpful 
guide in the creation of future compassion fatigue educational programs on self-care 
skills.  
 The prevalence of CS, burnout, and STS was determined as average in CNAs 
working in a 90-bed state-run veterans nursing home on pre-intervention data. Also, 
compassion fatigue awareness was increased and the use of self-care skill strategies 
through the use of the evidence-based educational program, “What is in Your Self-Care 
Skills Toolbox?” The results indicate that the educational program had an impact on the 
overall level of significance for each Pro QOL subscale (CS, burnout, and STS), mean, 
and standard deviation for each subscale during each data measurement period. Most 
significant, post-intervention burnout and STS scores remained lower than pre-
intervention and continued to stay at a low-level three-months post-intervention. The 
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need to re-enforce the educational program content regularly throughout the year is 
indicated to sustain positive results. Also, sustaining the intervention through onboarding 
of new staff and applying this strategy in other nursing homes.  
Strengths and Limitations  
 There are a number of limitations in this quality improvement project that must be 
considered. Due to a small sample size at each data collection period (n=45, n=40, n=35), 
there was limited generalizability. Females were 93% of the study participants. Due to 
the small sample size, dependent samples were not utilized. We could not match the 
participants because of confidentiality. Finally, data was collected during seasonal 
holidays which may have affected the data outcome due to the effects of seasonal stress.     
Conclusions 
 Low retention rates among CNAs pose a significant threat to the provision of 
quality care to our nation’s veterans. By awareness on compassion fatigue and self-care 
skill strategies, CNAs can develop physical and mental resilience to compassion fatigue 
which can ultimately increase CNA retention rates in our nation’s state-run veteran 
nursing homes. If not addressed in the earliest phases, compassion fatigue among CNAs 
can produce adverse outcomes throughout the entire organization.  
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The purpose of this chapter is to summarize the data findings collected during the 
Doctor of Nursing Practice (DNP) quality improvement project. The clinical question 
answered by this evidence-based educational intervention was the following: In CNAs 
working in a 90-bed state-operated veterans nursing home (P), how does the 
implementation of a compassion fatigue awareness and self-care skills educational 
training (I), compared to no educational training on compassion awareness and self-care 
skills (C), effect compassion satisfaction and retention (O), at the completion of the 
intervention, both at 1-month and 3-months post-intervention (T)?  
The purpose of this DNP quality improvement project was to determine the 
prevalence of compassion satisfaction, burnout, and compassion fatigue in CNAs 
working in a 90-bed state-run veterans nursing home. Also, to increase CNA awareness 
of compassion fatigue and the use of self-care skills through an evidence-based 
educational program titled, “What is in Your Self-Care Skills Toolbox?” The project’s 
aims increased awareness of compassion fatigue and self-care skills among CNAs in the 
workplace to increase compassion satisfaction and improve the CNA retention rate in the 
E. Roy Stone, Jr. Veterans Nursing Home. Through the implementation of this 
educational program, CNAs had the opportunity to develop 
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physical and mental resilience to workplace stressors that could ultimately lead to 
compassion fatigue and low retention rates in the workplace. This chapter includes a 
summary of the findings and implications for further education and research.  
Participants 
  This section describes the participants of this quality improvement project. The 
participant characteristics were collected before the initiation of the project intervention 
through the use of a participant demographic tool (see Appendix D). The demographic 
tool contained seven characteristics that evaluated: gender, age, years of CNA 
experience, the highest level of education, usual shift worked, employer, and employment 
status with hours worked per week. Other identifying information was not collected.   
 CNAs were informed of the project dates and times through project flyers posted 
in common areas. Of the 47 CNAs on the staffing board for the week of September 18 to 
September 22, 2017, a total of 45 out of 47 CNAs participated in the 90-minute 
workplace educational program on compassion fatigue awareness and self-care skills. 
There were two CNAs who did not participate in the intervention due to workman’s 
compensation and extended sick leave.  All 45 interested CNAs met the inclusion criteria. 
A total of 14 sessions were offered during the facility designated, “Compassion Fatigue 
Week.” Each participant was required to attend one session which was conducted during 
the CNAs’ work shift (7am-3pm), (3pm-11pm), or (11pm-7am). Each participant was 
scheduled to attend a 90-minute session but this varied depending on the staffing 
circumstances on the unit. If a CNA could not attend their scheduled time due to unit 
circumstances such as call-ins or resident situations, another day and time were 
scheduled. On each day of the educational program, unit managers were notified, and 
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resident care units were called by the project manager. CNAs were reminded of their 
scheduled day and time to attend the educational program.  
Findings  
Participant Demographic Variables 
Descriptive statistics were used for demographic variables. CNA demographics 
showed the age of participants ranged from under 20 years (n=1, 2.2%) to over 60 years 
old (n=5, 11.1%). The majority of the participants were female (n=42, 93.3%). CNA 
years of experience ranged from less than one year (n=3, 6.7 %) to 20 plus years (n=22, 
48.9%). The highest level of education ranged from a college degree (n=11, 24%), CNA 
training (n=17, 37.8%), and college credit, no degree earned (n=17, 37.8%). The usual 
shift worked ranged from night shift (n=5, 11.11%) to day shift (n=16, 35.6%). The hours 
worked per week ranged from temporary work, less than 16 hours/week (n=1, 2.2%) and 
full time, greater than 40 hours/week (n=26, 57.8%). The majority of CNAs were state 
employed (n=34, 75.6%). The frequency distribution for demographic variables is listed 
in Table 3.1. 
Statistical Testing and Significance 
 Parametric test (ANOVA) and nonparametric test (Kruskal-Wallis) were used to 
compare outcome differences for compassion satisfaction (CS), burnout, and secondary 
traumatic stress (STS) (compassion fatigue) pre-intervention, 1-month post-intervention, 
and 3-months post-intervention. The 30-question Pro QOL-version 5 assessment tool was 
utilized. Each participant was handed a Pro QOL tool in an unmarked envelope by the 
project manager to fill out. Each participant was reminded by the project manager or 
designated assistant to check the form for completeness before submitting for   
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statistical analysis. This method assisted greatly in receiving all forms back that were 
completed with no incomplete answers. Each form was returned in a large envelope and 
Table 3.1 
Frequency Distribution for Demographic Variables Pre-Intervention (n=45) 
____________________________________________________________________ 
                             n                 % 
____________________________________________________________________ 
Gender 
Male                                                                                                   3     6.7 
Female                                                                                              42   93.3 
Age groups (years) 
< 20                                                                                                    1     2.2 
20-29                                                                                                  5   11.1 
30-39                                                                                                  9             20.0 
40-49                                                                                                12             26.7 
50-59                                                                                                13             28.9 
>60                                                                                                     5             11.1 
Experience as a CNA (years) 
< 1 year                                                   3             6.67 
1-5 years                                                           10            22.2 
6-10 years                                                                      1              2.2 
11-15 years                                               5            11.1 
16-20 years                                               4            8.89 
> 20 years                                               22            48.9 
Highest Level of Education  
CNA Training                                             17            37.8 
College Credit, No Degree Earned                   17            37.8 
College Degree                         11            24.4 
Usual Shift Worked 
Days                      16             35.6 
Evenings                   13             28.9 
Nights                                5             11.1 
Mixed Shifts                   11             24.4 
Employer 
State                       34            75.6 
Agency                    11            24.4 
Employment Status and Hours Worked Per Week 
Temp Status (less than 16 hours/week)                  1              2.2 
Part-Time (32 hours or less/week)                         3              6.7 
Full-Time (33 to 40 hours/week)                               15            33.3 




placed in a secure container. Participant responses pre-intervention, 1-month post-
intervention, and 3-months post-intervention were evaluated by a mean score of each 
subscale. Subscales were CS, burnout, and STS.  
 Data entry and statistical analysis were completed using Microsoft Excel and 
SAS® for Windows 9.4 (2013) statistical software. Participant data were analyzed using 
a mean total for each of the CS, burnout, and STS subscales. Statistical significance was 
established at p < .05. Therefore, any probability value greater than .05 was statistically 
nonsignificant and could have been obtained by chance (Polit, 2014). 
Means and STD for Subscales by Characteristics 
The mean and standard deviation (STD) for CS, burnout, and STS subscales by 
characteristics using T-scores are located in Table 3.2. The data revealed that females had 
higher CS, burnout, and STS scores than the male gender; however, the data collection 
was limited due to a small male sample size. Participants over the age of 50 showed 
higher CS and STS scores, and ages 40 to 49 had a higher burnout score. A CNA’s work 
experience of 1 to 5 years had higher CS, less than five years CNA experience had higher 
burnout, and between 6 to 10 years of experience had higher levels of STS. Hours 
worked per week indicated that temporary or part-time CNAs had higher CS, full-time 
CNAs working greater than 40 hours had higher burnout and STS scores. Level of 
education indicated that participants with only CNA training had higher CS and STS, and 
college credit without a degree earned had higher burnout. Shift was a factor in higher CS 
on the evening shift (3 pm-11pm), higher burnout on the night shift (11pm-7am), and 
higher STS on the day shift (7am-3pm). The last demographic characteristic was the 
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CNA’s employer. The participants who worked for the state had higher CS and higher 
STS, with higher burnout identified in agency employed participants. 
There were two significant results for subscales by participant demographics 
using parametric and non-parametric testing (see Table 3.6). The first result of the 
parametric test (ANOVA) and non-parametric tests (Kruskal-Wallis Test) indicated that 
burnout for shift was significant for ANOVA (p-value=0.029) and Kruskal-Wallis (p-
value =0.014). The second result, ANOVA (p-value =0.0002) and Wilcoxon Two-
Sample Test (p-value =0.001) indicated that CS for employer was significant. However, 
the results did not indicate the mean of the T-scores were significant by other variables in 
both parametric and non-parametric tests.  
Pro QOL Outcome Measures 
Pro QOL outcome measures for raw scores, mean and standard deviation, for CS, 
burnout, STS are presented in Table 3.3. The mean and standard deviation scores of pre-
intervention data are: CS (M=38.07, SD=4.38), burnout (M=23.42, SD= 5.19), and STS 
(M=23.09, SD=6.49). One-month post-intervention scores for each subscale are: 
CS=39.25 (SD=4.11), burnout (M=20.60, SD=5.19), and STS (M=19.53, SD=6.72). 
Three-month post-intervention scores ranges are: (CS M=37.89, SD=5.30), burnout 
(M=21.94, SD=6.20), and STS (M=21.06, SD=7.91). Overall, the score ranges pre-
intervention to 3-month post-intervention were CS (37.89 to 39.25), burnout (20.60 to 
23.42), and STS (19.53 to 23.09).  
Pro QOL Score Levels 
 Stamm (2010) indicates the sum of each Pro QOL score are scored as low,   
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Table 3.2              
Means and STD for Subscales by Characteristics 
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Table 3.3  
Pro QOL Outcome Measures for Raw Scores 
_________________________________________________________________ 
                                       Pre-Intervention       1-Month Post      3-Months Post   
           Mean (SD)               Mean (SD)             Mean (SD) 
Subscales              n=45           n=40                       n=35 
________________________________________________________________________ 
Compassion Satisfaction              38.07 (4.38)              39.25 (4.11)             37.89 (5.30) 
Burnout                                         23.42 (5.19)              20.60 (5.19)             21.94 (6.20) 
Secondary Traumatic Stress         23.09 (6.49)              19.53 (6.72)             21.06 (7.91) 
______________________________________________________________________ 
 
average, and at a high-level category for each subscale of CS, burnout, and STS (see 
Table 3.4). According to collective raw scores pre-intervention, all three Pro QOL 
subscales, CS (38.07), burnout (23.42), and STS (23.09), were at average levels. One-
month post-intervention, subscales indicated CS (39.25) level remained at an average 
level. However, burnout (20.60) and STS (19.53) levels decreased to a low level. Three-
month post-intervention scores indicated CS (37.89) remained at an average level, and 
burnout (21.94) and STS (21.06) scores remained at a low level as the one-month post-
intervention score. Both burnout and STS three-month post-intervention scores were 
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lower than pre-intervention scores. See Table 3.5 for a summary of levels of CS, burnout, 
and STS at each data collection period.  
Table 3.4 
Pro QOL Score and Level of CS, Burnout, STS  
______________________________________________________________________ 
Sum of Each Score                         Score Equals             Level of CS, Burnout, or STS 
______________________________________________________________________ 
22 or less                                              43 or less                            Low  
Between 23 and 41                               44-56                                  Average 




Table 3.5  
Level of CS, Burnout, and STS at Each Data Collection Period 
_______________________________________________________________________ 
                                                   Pre-Intervention    1-Month Post      3-Months Post  
_______________________________________________________________________ 
Compassion Satisfaction                 Average                Average                 Average 
Burnout                                            Average                  Low                        Low 
Secondary Traumatic Stress            Average                  Low                        Low 
________________________________________________________________________ 
 
Pro QOL Outcome Measures for T-Test Scores 
Parametric (ANOVA) and non-parametric (Kruskal-Wallis) scores were not 
significant for CS (0.36 and 0.38) respectively. The result of the parametric test 
(ANOVA) for burnout (0.06) and STS (0.06) was close to becoming significant. 
However, the non-parametric test (Kruskal-Wallis) was significant for burnout (0.04) and 
STS (0.02) The results are presented in Table 3.6.  
Three-Month Post-Intervention Survey 
A three-month post-implementation survey collected participant feedback on the 
benefit of the educational program that was conducted the week of September 18, 2017 to 
September 22, 2017 (see Appendix J). Participants were asked to respond to three 
questions during the three-month post-intervention data collection period of December 23 
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to 30, 2017. The survey was in paper form with instructions and took approximately three 
to five minutes to complete.  
Table 3.6  
Pro QOL Outcome Measures and P Value for T-Test Scores  
________________________________________________________________________ 
Pre-Intervention    1-Month Post     3-Months Post   P-Value  
          
                                     
                                   ANOVA/ 
                                                                                                                             Kruskal-  
                                                                                                                             Wallis 
                Mean (SD)        Mean (SD)       Mean (SD)        Scores 
                   n=45                  n=40                n=35 
________________________________________________________________________ 
Compassion Satisfaction       49.25 (9.56)        51.84 (8.96)    48.86(11.56)       .36 /.38 
Burnout                                  52.46 (9.29)        47.40 (9.29)    49.81(11.11)       .06 /.04 
Secondary Traumatic Stress  52.50 (9.13)        47.49 (9.45)    49.65(11.13)       .06 /.02 
________________________________________________________________________ 
 
 The first survey question was, “Which of the following self-care skills did you 
find the most helpful?” For this question, 35 participants were asked to rank three out of 
the 15 self-care topics covered in the educational program that provided the most benefit 
in their daily life. Each participant was instructed to place a #1 next to the most helpful 
self-care skill, #2 next to the second most helpful self-care skill and #3 next to the third 
most helpful self-care skill. Some participants needed further instructions to complete. 
The results indicated that 37% of the participants responded compassion fatigue 
awareness was the most helpful self-care topic covered in the educational program. The 
second-ranked choice was journaling (23%). The third-ranked choice tied at journaling 
(17.1%), meditation exercises (17.1 %), and work-life balance (17.1%). Overall, the top-
ranked self-care topics the participants found beneficial were compassion fatigue 
awareness, journaling, meditation exercises, and maintaining a work-life balance. The 
results of the post-intervention survey are found in Table 3.7.  
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 The next two questions in the post-intervention survey used a Likert scale for 
responses. The Likert scale ranged from 1-strongly agree to 5-strongly disagree to the 
statement, “I found the in-service on compassion fatigue awareness and self-care skills to 
be informative and useful in my everyday life.” The participants were asked to circle 
their response. The participant response revealed 49% of participants strongly agreed 
and, 43% of participants agreed that the educational program was informative and useful 
in their everyday lives. One person disagreed (2.9%) with no strongly disagree responses. 
  The third question, using a Likert scale ranging from 1-strongly agree to 5-
strongly disagree, asked participants to respond to the statement, “CNAs working in other 
veteran nursing homes would benefit from a similar in-service on compassion fatigue 
awareness and self-care skills.” The participants were asked to circle their responses. 
Participants indicated that CNAs working in other veteran nursing homes would benefit 
from a similar in-service. Forty-nine percent of the participants strongly agreed and, 43% 
of the participants agreed. No participant disagreed. However, one participant strongly 
disagreed (2.9%). The post-survey responses provided insight on the usefulness of the 
education program for future compassion fatigue educational programs. The participant 
responses to the post-intervention survey questions are found in Table 3.8. 
Table 3.7 
Self-Care Topics Rankings by Participants 
_______________________________________________________________________ 
Question 1:     
Self-Care Topics                                            N                    (%)  
_______________________________________________________________________ 
Compassion Fatigue Awareness  13   37             
Journaling       5   15             
Coping with Stress       3                     8.6            
Meditation Exercises       3           8.6             







Post-Intervention Survey Questions (n=35) 
_______________________________________________________________________  
              Question 2: 
_______________________________________________________________________ 
 
I found the in-service on compassion fatigue awareness and self-care skills to be  
Informative and useful in my everyday life.  
 
 Strongly Agree         Agree          Neither or N/A           Disagree          Strongly Disagree 
     17 (49%)              15 (43%)             2 (5.7%)                1 (2.9%)                   0 
________________________________________________________________________ 
               Question 3:   
________________________________________________________________________ 
 
CNAs working in other veteran nursing homes would benefit from a similar in-service on 
compassion fatigue awareness and self-care skills.  
 
 Strongly Agree         Agree            Neither or N/A          Disagree          Strongly Disagree 




The outcome of the evidence-based intervention revealed that in the three-month 
period following intervention, retention rates among CNAs increased and utilization of 
supplemental agency staff decreased. One of the project aims was to improve the CNA 
retention rate by 10% for state-employed CNAs and relatedly, reduce the use of agency 
CNAs in the 12-months following the intervention. Following participation in the 
intervention, four agency employed CNAs switched to state employment. Due to the lack 
of agency need, five out of nine full contract agency CNAs were reduced to an as-needed 
basis. Also, during the three-months post-intervention (September 23, 2017 to December 
23, 2017), there was no voluntary turnover of state-employed CNAs in the facility.  
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Three factors increased CNA retention rates three-months post-intervention. 
Monthly retention rates for the year 2017 were compared to monthly retention rates from 
the year 2016 for October, November, and December. Improved retention results were 
noted in October 2017. One month post-intervention, there was a 95% CNA retention rate 
and an increase from a 52% retention in October 2016. The second-month post-
intervention retention rate was 86% for November 2017. The November retention rate 
was higher than the 44 % in November 2016. The third-month retention rate for 
December 2017 was 84%. This was an increase from a 44% retention rate in December 
2016, just one-year prior (see Table 3.9).  CNA retention will continue to be monitored 
monthly for 12-months post-intervention. The data will be compared to retention 12-
months before the start of the evidence-based intervention. 
Table 3.9 
CNA Retention Comparison Pre-Implementation to Post-Implementation 
________________________________________________________________________ 
               Pre-Implementation                       Post-Implementation 
                                               2016 (%)                                           2017 (%) 
________________________________________________________________________ 
October                                   52                                                        95 
November                               44                                                        86 
December                                44                                                        84 
________________________________________________________________________ 
 
Participant Drop-Out Rate 
There was a combined total of ten participant drop-outs during the 1-month and 3-
month data collection period.  In addressing turnover during the post-intervention data-
collection period, the majority of the ten CNAs who were unable to continue was due to 
involuntary turnover (n=6). Involuntary turnover occurred due to the organization’s zero 
tolerance policy on issues of behavior that compromise resident safety. Other factors 
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were agency staff reductions (n=2), workman’s compensation (n=1), and extended leave 
(n=1). The participant drop-out from the intervention by data-collection period is 
presented in Table 3.10. 
Table 3.10 
Participant Drop-Out by Data Collection Period  
________________________________________________________________________ 
Pre-Intervention                  1-Month Post-Intervention          3-Months Post-
Intervention  
       n=45                                              n=40                                                 n=35 
________________________________________________________________________ 
Workman’s Comp                  Involuntary Turnover                     Involuntary Turnover  
Extended Medical Leave        Involuntary Turnover                     Involuntary Turnover 
                          Workman’s Comp                          Involuntary Turnover 
               Agency Staff Reduction                 Involuntary Turnover 
               Agency Staff Reduction                 Extended Medical Leave 
________________________________________________________________________ 
Discussion 
 This low-budget quality improvement project was successful in increasing 
retention among an understudied CNA population working in a state-run veterans nursing 
home. One of the project’s aims was to increase state-employed CNAs and relatedly, 
reduce the use of supplemental agency CNAs in the 12-months following the 
intervention. The outcome of this evidence-based intervention revealed in the three-
month time-period following intervention, retention rates among CNAs increased, 
utilization of supplemental agency staff decreased, and CNAs gained valuable 
empowerment to manage stressors both at home and in the workplace. As a result of the 
evidence-based intervention, CNAs appeared more satisfied with their jobs and overall 
morale improved. Ongoing education addressing compassion fatigue in the workplace is 
necessary to maintain job satisfaction and reduce turnover.  
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CNA retention improved post-intervention in three ways. First, the educational 
program on compassion awareness and self-care skills decreased voluntary turnover 
among state-employed CNAs. There was no voluntary turnover of state-employed CNAs 
who attended the intervention three-months post-intervention. However, there was a loss 
of ten CNAs during the post-intervention data collection period in which 80% of the 
turnover was due to involuntary turnover. The remaining 20% of the CNAs were out of 
the facility on workman’s compensation and extended medical leave during the data 
collection period. By decreasing voluntary turnover and increasing retention among 
CNAs, there was a decrease in supplemental agency staff use in the three-months 
following the intervention. 
 The use of supplemental agency staff decreased within the facility. Five out of 
nine full contract agency CNAs were reduced to an as-needed basis. The reduction was a 
direct result of four agency CNAs switching to full-time state employment. The agency 
staff recognized that the organization valued the CNA’s role and respected the CNA’s 
value that other employers tend to neglect. The intervention empowered supplemental 
agency staff to look at themselves more positively and to recognize work-life balance 
was important for both themselves and their families.  
 Also, professional growth within the workplace is necessary to the CNA. Within 
the organization, an ongoing strategic plan to increase professional growth has been in 
effect since 2016. One of the components of the strategic plan addresses professional 
growth for CNAs. Retention of CNAs does not merely occur by increased wages, but 
other workplace factors such as respect, work-life balance, and professional growth 
opportunities. In the organization, CNAs are provided professional development tools for 
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success such as Lippincott computer-based resources, educational in-services, career 
ladders, and tuition reimbursement for continued educational success.  
 This intervention displayed CNA interest in workplace educational programs. 
There was considerable appeal among the CNAs to learn about compassion fatigue 
awareness and self-care skills. The participants expressed satisfaction that the educational 
program focused exclusively on the CNA. Engaging discussion occurred among the 
participants during the intervention. However, due to the 90-minute allotted time frame, 
the program manager encouraged the participants to engage in post-intervention 
discussion.  
 The CNAs expressed to the program manager that the topic was interesting and 
the participants seemed focused and energized on the topic. The program manager was 
approached by participants expressing use of various self-care skill strategies, and family 
members were using them, also. Several CNAs inquired about the type of apples, granola 
bars and herbal tea that were provided during the intervention. One participant explained 
how free apps and You-Tube videos on meditation and deep breathing exercises help 
with falling asleep. CNAs requested ongoing educational programs. 
 CNAs were engaged in the intervention. After the intervention, the project 
manager encountered CNAs interested in the outcome of the evidence-based intervention. 
There were positive participant responses to the educational program. Thirty-seven 
percent of participants responded the most beneficial self-care topic introduced during the 
intervention was compassion fatigue awareness. Other topics such as journaling, coping 
with stress, meditation exercises, and breathing exercises were also helpful in the lives of 
the participants. Moreover, 49% of participants strongly agreed, and 43% of participants 
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agreed that the educational program was informative and CNAs working in other veteran 
nursing homes would benefit from a similar in-service (see Table 3.10). Participant 
responses presented in this evidence-based intervention will be a helpful guide in the 
creation of future compassion fatigue educational programs on self-care skills. 
 Overall, the purpose of this DNP quality improvement project was achieved. The 
evidence-based intervention determined the prevalence of CS, burnout, and STS as 
average in CNAs working in a 90-bed state-run veteran’s nursing home on pre-
intervention data. The second purpose was met by increasing compassion fatigue 
awareness and self-care skill strategies through the use of the evidence-based educational 
program, “What is in Your Self-Care Skills Toolbox?” This intervention increased CS, 
burnout, and STS scores in the participants one-month post-intervention and kept burnout 
and STS scores lower than pre-intervention scores.  
 From the results, we can conclude that the evidence-based intervention was 
effective. One-month post-intervention, all three subscales (CS, burnout, and STS) scores 
indicated that the educational program was successful in positively influencing the 
scores. CS remained in the average range from pre-intervention. However, participants 
had increased their total CS score. Also, burnout and STS score totals decreased and 
moved from an average range to a low range. Burnout and STS scores were lower than 
pre-intervention and moved into the low range. Three-months post-intervention, CS 
remained in the average range, and the score total went down. The lower score can be 
contributed to data collection during seasonal stress from the end of the year holidays. 
Also, the need to re-enforce the educational program content regularly throughout the 
year is indicated to sustain positive results. Most significant, burnout and STS scores 
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remained lower than pre-intervention and continued to stay at a low-level three-months 
post-intervention. The results indicate that the educational program had an impact on the 
overall level of significance for each Pro QOL subscale (CS, burnout, and STS), mean, 
and standard deviation for each subscale during each data measurement period.    
Conclusion 
 This evidence-based intervention was successful in decreasing compassion fatigue 
among CNAs. Valuable insight was gained on the positive effects of a workplace 
education program addressing compassion fatigue awareness and self-care skills among 
CNAs working in a state-run veterans nursing home. The impact of the educational 
program, “What is in Your Self-Care Skills Toolbox,” was an increase in CS, and 
decrease in burnout and STS scores one-month post-intervention. Burnout and STS 
sustained low scores three-months post-intervention. During the intervention, CNAs had 
the opportunity to develop physical and mental resilience to workplace stressors that 
ultimately lead to increased CS and positively impacted retention in the facility.  
 As a result of this intervention, the facility has increased retention by reducing 
voluntary turnover of state-employed CNAs, three-months post-educational intervention. 
Also, the use of supplemental agency staff has decreased due to the increased retention of 
state-employed CNAs. CNA turnover and low retention rates are a concern to the quality 
of care provided to our nation’s veteran population. As one of the fastest growing direct-
care occupations that provide the majority of care in nursing homes, more evidence-based 
interventions are needed in the areas of compassion fatigue and the effects on retention. 
This intervention empowered CNAs to manage personal and environmental stressors 
more efficiently which in turn, reduced compassion fatigue in participants. This 
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evidence-based intervention places us one step further in understanding the effects of 
compassion fatigue in CNAs and the how it will impact the future of long-term care.   
Implications for Practice 
 Nursing homes confront the effects of compassion fatigue in CNAs on a daily 
basis. The effects of compassion fatigue on CNAs can increase turnover, decrease 
retention, and reduce the quality of care provided to residents. The outcomes of this 
evidence-based intervention indicated that a compassion fatigue workplace educational 
program on compassion awareness and self-care skill strategies was successful in 
increasing compassion satisfaction, decreasing burnout and compassion fatigue, and 
increasing retention among CNAs working in a state-run veterans nursing home. The 
outcomes of this quality improvement project can be helpful to nursing home 
administrators, chief nursing officers, directors of nursing, unit managers, and educators. 
It can be helpful, also, to accrediting bodies, Centers for Medicare and Medicaid Services 
(CMS), and legislatures.   
 Organizations should consider the implementation of an evidence-based 
compassion fatigue awareness and self-care skills educational program. The program 
should become mandatory and incorporated into orientation for all newly hired CNAs. 
Education for CNAs should be ongoing, every 30-days, to reinforce the use of self-care 
skill strategies. The continued education will help manage personal and environmental 
workplace stressors that ultimately lead to compassion fatigue. By understanding the 
effects of compassion fatigue on the CNA workforce, strategies such as those presented 
in this evidence-based intervention can assist nursing homes to gain increased 




 There are a number of limitations in this quality improvement project that must be 
considered. Due to a small sample size at each data collection period (n=45, n=40, n=35), 
there was limited generalizability. Females were 93% of the study participants. Due to 
the small sample size, dependent samples were not utilized. We could not match the 
participants because of confidentiality. Finally, data was collected during seasonal 
holidays which may have affected the data outcome due to the effects of seasonal stress.     
Future Directions 
 Future quality improvement projects should include evidence-based interventions 
to address compassion fatigue among CNAs working in long-term care. Evidence-based 
interventions used in this quality improvement project should be replicated for all new 
CNAs hired within an organization. The educational program should be implemented 
during orientation with ongoing monthly educational sessions. The provision of 
compassion fatigue awareness and self-care strategies at an early stage of CNA 
employment may enable CNAs to develop physical and mental resilience to workplace 
stressors. The intervention may prevent voluntary turnover rate of new hires and produce 
higher CNA retention rates. Other quality improvement projects could focus on the cost 
compassion fatigue places on an organization due to high CNA turnover and low 
retention rates. Also, future quality improvement projects should look at how compassion 
fatigue affects the quality of care within an organization.  
 There is also a lack of research on compassion fatigue addressing CNAs working 
in long-term care settings. The lack of research was noted early in the development of 
this quality improvement project. The majority of the compassion fatigue literature 
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focused on licensed nurses and other healthcare providers working in various healthcare 
settings. Nurse researchers must take on the issue of compassion fatigue among CNAs 
working in long-term care to gain a better understanding of low retention, turnover, and 
resident quality of care. CNAs are the direct care population that make up approximately 
65% of the full-time workforce in long-term care settings (Harris-Kojetin et al., 2013). 
Approximately 41% of CNAs are employed in skilled nursing facilities which constitutes 
one of the largest and fastest growing workforces in the country (United States Bureau of 
Labor Statistics, 2017). In this growing workforce, no literature exists on compassion 
fatigue among CNAs working in a state-run veterans nursing home. The future of long-
term care is dependent on compassion fatigue research in the long-term care workforce.    
Dissemination 
 
The review of the literature and findings for this quality improvement project will 
be presented on April 18, 2018 at the 17th Annual Research and Scholarship Day 2018 and 
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APPENDIX B  
 












PARTICIPANT DEMOGRAPHICS FORM 
 
Participant Demographics 
Instructions:  Please place a check in the box ! that applies to you. 
 
 
1.! Age (Years): 









3.! Years of Experience as a CNA: 
"! Less than 1 Year 
"! 1-5 Years 
"! 6-10 Years 
"! 11-15 Years 
"! 16-20 Years 
"! 20 + Years 
4.! Highest Level of Education: 
"! CNA Training 
"! College Credit, No Degree Earned 
"! College Degree 




"! Mixed Shifts 
6.! Hours Worked Per Week: 
"! Temp (Less than 16 hours/week) 
"! Part Time (32 hours or less/week) 
"! Full Time (33-40 hours/week) 
"! Full Time (greater than 40 hours/week) 












PROFESSIONAL QUALITY OF LIFE TOOL (PROQOL) 
  
© B. Hudnall Stamm, 2009. Professional Quality of Life: Compassion Satisfaction and Fatigue Version 5 (ProQOL). 
/www.isu.edu/~bhstamm or www.proqol.org. This test may be freely copied as long as (a) author is credited, (b) no changes are 
made, and (c) it is not sold.  
Professional Quality of Life Scale (ProQOL) 
Compassion Satisfaction and Compassion Fatigue  
 (ProQOL) Version 5 (2009) 
When you [help] people you have direct contact with their lives. As you may have found, your 
compassion for those you [help] can affect you in positive and negative ways. Below are some questions 
about your experiences, both positive and negative, as a [helper]. Consider each of the following 
questions about you and your current work situation. Select the number that honestly reflects how 
frequently you experienced these things in the last 30 days.  
1=Never  2=Rarely 3=Sometimes 4=Often 5=Very Often 
1. I am happy.
2. I am preoccupied with more than one person I [help].
3. I get satisfaction from being able to [help] people.
4. I feel connected to others.
5. I jump or am startled by unexpected sounds.
6. I feel invigorated after working with those I [help].
7. I find it difficult to separate my personal life from my life as a [helper].
8. I am not as productive at work because I am losing sleep over traumatic experiences of
a person I [help].
9. I think that I might have been affected by the traumatic stress of those I [help].
10. I feel trapped by my job as a [helper].
11. Because of my [helping], I have felt "on edge" about various things.
12. I like my work as a [helper].
13. I feel depressed because of the traumatic experiences of the people I [help].
14. I feel as though I am experiencing the trauma of someone I have [helped].
15. I have beliefs that sustain me.
16. I am pleased with how I am able to keep up with [helping] techniques and protocols.
17. I am the person I always wanted to be.
18. My work makes me feel satisfied.
19. I feel worn out because of my work as a [helper].
20. I have happy thoughts and feelings about those I [help] and how I could help them.
21. I feel overwhelmed because my case [work] load seems endless.
22. I believe I can make a difference through my work.
23. I avoid certain activities or situations because they remind me of frightening experiences
of the people I [help].
24. I am proud of what I can do to [help].
25. As a result of my [helping], I have intrusive, frightening thoughts.
26. I feel "bogged down" by the system.
27. I have thoughts that I am a "success" as a [helper].
28. I can't recall important parts of my work with trauma victims.
29. I am a very caring person.






























































































































































! Seek%support% from%friends%and%family%members.%Tell% them%how%you%
feel.% It%will%help%you%through% the%grieving%process
! Seek%comfort% %from%your%faith%and/or%minister
! Talk%to%a%mental%health%professional% if%feelings%become% too%much%
Remember…..be(patient,(it(takes(time(to(absorb(the(loss.(









































































































































































Resource:' U.S.'Department' of'Veterans' Affairs'(2017).'









































































            Intervention Healthy Snack Bag and Take Away Self-Care Skills Toolbox                          
















Improving Retention Among Certified Nursing Assistants in a Veterans Nursing 
Home Through Compassion Fatigue Awareness and Self-Care Skills Education 
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Background: Compassion fatigue is the emotional and physical exhaustion that can 
affect helping professionals and caregivers over time. Certified nursing assistants (CNAs) 
are at high- risk for compassion fatigue due to their daily exposure to veterans who are 
suffering from a myriad of chronic medical and behavioral illnesses along with repeated 
workplace stressors. If not addressed early, compassion fatigue can adversely impact a 
CNA’s wellbeing and quality of resident care. Compassion fatigue is associated with high 
absenteeism, high turnover, and low retention rates. Despite these challenges, there is no 
published research on the effects of a workplace compassion fatigue awareness and self-
care skills education program for CNAs caring for veterans in a state-run veterans 
nursing home.  
Purpose: The purpose of this evidence-based quality improvement project was to explore 
the outcomes of a 90-minute workplace educational program addressing compassion 
fatigue awareness and the use of self-care skills among CNAs working in a 90-bed state-
run veterans nursing home.  
Methods: A quasi-experimental design was utilized. A seven-question demographic 
survey and the Professional Quality of Life Scale (Pro QOL-version 5) tool was used to 
measure CNAs’ level of compassion satisfaction, burnout and secondary traumatic stress 




Results: Forty-five CNAs participated in the intervention. One-month post-intervention 
scores indicated that the 90-minute intervention was successful in increasing compassion 
satisfaction, decreasing burnout and secondary traumatic stress known as compassion 
fatigue. Three-month post-intervention scores revealed the intervention was successful in 
sustaining low burnout and compassion fatigue levels. State-employed CNAs retention 
increased with less use of agency staff.  
Conclusions:  By bringing awareness to compassion fatigue and self-care skill strategies 
in the workplace, CNAs can develop physical and mental resilience to workplace 
stressors that can ultimately lead to an increase in CNA retention, quality care delivery, 
and improved resident outcomes.  
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receive e-mail notice regarding the outcome of the review process and will receive further information
concerning the suitability of their article for publication. Revisions may be requested. All manuscripts
published will be edited and formatted to conform to the standards and style of Geriatric Nursing.
Statements and opinions expressed in the articles and communications published in the Journal are
those of the author(s) and not necessarily those of the editor, or publisher. The editor and publisher
disclaim any responsibility or liability for such material, and do not guarantee, warrant, or endorse
any product or service advertised in this publication, nor do they guarantee any claim made by the
manufacturers of such product or service.
PREPARATION
All manuscripts undergo peer review by at least 2 editorial advisors and the editor. Preparation of a
manuscript according to the following guidelines will expedite review and potential publication.
Manuscripts style utilized by the journal is modified Vancouver/AMA style. Please see a recent copy
of the journal for sample.
All pages, including references, tables and figure legends, should be double-spaced. Please number
pages consecutively, beginning with the title page in the upper right hand corner. Do not put
identifiable information on each page of the manuscript (i.e., Taylor, et al....page 1). Length of the
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If your work is a randomized controlled trial (RCT) design, please refer to http://www.consort-
statement.org and/or http://www.consort-statement.org/Downloads/checklist.pdf (RCT checklist) for
further instructions. CONSORT statement is an important research tool that takes an evidence-based
approach to improve the quality of reports of randomized trials. Authors re requested to include this
information within RCT articles.
Double blind review
This journal uses double-blind review, which means that both the reviewer and author name(s)
are not allowed to be revealed to one another for a manuscript under review. The identities of
the authors are concealed from the reviewers, and vice versa. For more information please refer
to http://www.elsevier.com/reviewers/peer-review. To facilitate this, please include the following
separately:
Title page (with author details): This should include the title, authors' names and affiliations, and a
complete address for the corresponding author including telephone and e-mail address.
Blinded manuscript (no author details): The main body of the paper (including the references, figures,
and tables should not include any identifying information, such as the authors' names or affiliations.
Use of word processing software
It is important that the file be saved in the native format of the word processor used. The text
should be in single-column format. Keep the layout of the text as simple as possible. Most formatting
codes will be removed and replaced on processing the article. In particular, do not use the word
processor's options to justify text or to hyphenate words. However, do use bold face, italics, subscripts,
superscripts etc. When preparing tables, if you are using a table grid, use only one grid for each
individual table and not a grid for each row. If no grid is used, use tabs, not spaces, to align columns.
The electronic text should be prepared in a way very similar to that of conventional manuscripts (see
also the Guide to Publishing with Elsevier). Note that source files of figures, tables and text graphics
will be required whether or not you embed your figures in the text. See also the section on Electronic
artwork.
To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 'grammar-check'
functions of your word processor.
Do not use your word-processor's footnote or endnote capabilities. Do not use unusual formatting
or font symbols that may be translated incorrectly. If a brand-name drug or medical device is
mentioned, the name and location of the manufacturer should be included or a generic name should
be substituted. Make reference to any tables or figures in the text but tables and figures should be
included at the end of the article on separate pages, not interspersed in the text. Please do not use
right justification or center text or headings when preparing the manuscript. Be sure to key the letter
"O", the number zero "0", the letter "l" and the number "1" correctly.
Article structure
Subdivision - unnumbered sections
Divide your article into clearly defined sections. Each subsection is given a brief heading. Each heading
should appear on its own separate line. Subsections should be used as much as possible when cross-
referencing text: refer to the subsection by heading as opposed to simply 'the text'.
Introduction
State the objectives of the work and provide an adequate background, avoiding a detailed literature
survey or a summary of the results.
Material and methods
Provide sufficient details to allow the work to be reproduced by an independent researcher. Methods
that are already published should be summarized, and indicated by a reference. If quoting directly
from a previously published method, use quotation marks and also cite the source. Any modifications
to existing methods should also be described.
Results
Results should be clear and concise.
Discussion
This should explore the significance of the results of the work, not repeat them. A combined Results
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Conclusions
The main conclusions of the study may be presented in a short Conclusions section, which may stand
alone or form a subsection of a Discussion or Results and Discussion section.
Appendices
If there is more than one appendix, they should be identified as A, B, etc. Formulae and equations in
appendices should be given separate numbering: Eq. (A.1), Eq. (A.2), etc.; in a subsequent appendix,
Eq. (B.1) and so on. Similarly for tables and figures: Table A.1; Fig. A.1, etc.
Essential title page information
• Title. Concise and informative. Titles are often used in information-retrieval systems. Avoid
abbreviations and formulae where possible.
• Author names and affiliations. Please clearly indicate the given name(s) and family name(s)
of each author and check that all names are accurately spelled. You can add your name between
parentheses in your own script behind the English transliteration. Present the authors' affiliation
addresses (where the actual work was done) below the names. Indicate all affiliations with a lower-
case superscript letter immediately after the author's name and in front of the appropriate address.
Provide the full postal address of each affiliation, including the country name and, if available, the
e-mail address of each author.
• Corresponding author. Clearly indicate who will handle correspondence at all stages of refereeing
and publication, also post-publication. This responsibility includes answering any future queries about
Methodology and Materials. Ensure that the e-mail address is given and that contact details
are kept up to date by the corresponding author.
• Present/permanent address. If an author has moved since the work described in the article was
done, or was visiting at the time, a 'Present address' (or 'Permanent address') may be indicated as
a footnote to that author's name. The address at which the author actually did the work must be
retained as the main, affiliation address. Superscript Arabic numerals are used for such footnotes.
Authors who have received financial support from a manufacturer or been given product free of charge
to use in a study should acknowledge this support in a separate note at the bottom of the title page.
Abstracts
Each original article must be accompanied by an abstract of 100-150 words, typed on a separate
page, which summarizes the main points of the article.
Highlights
Highlights are a short collection of bullet points that convey the core findings of the article. Highlights
are optional and should be submitted in a separate editable file in the online submission system.
Please use 'Highlights' in the file name and include 3 to 5 bullet points (maximum 85 characters,
including spaces, per bullet point). You can view example Highlights on our information site.
Abbreviations
Define abbreviations that are not standard in this field in a footnote to be placed on the first page
of the article. Such abbreviations that are unavoidable in the abstract must be defined at their first
mention there, as well as in the footnote. Ensure consistency of abbreviations throughout the article.
Acknowledgements
Include acknowledgements in the title page. List here those individuals who provided help during the
research (e.g., providing language help, writing assistance or proof reading the article, etc.).
Formatting of funding sources
List funding sources in this standard way to facilitate compliance to funder's requirements:
Funding: This work was supported by the National Institutes of Health [grant numbers xxxx, yyyy];
the Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and the United States Institutes
of Peace [grant number aaaa].
It is not necessary to include detailed descriptions on the program or type of grants and awards. When
funding is from a block grant or other resources available to a university, college, or other research
institution, submit the name of the institute or organization that provided the funding.
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This research did not receive any specific grant from funding agencies in the public, commercial, or
not-for-profit sectors.
Units
Follow internationally accepted rules and conventions: use the international system of units (SI). If
other units are mentioned, please give their equivalent in SI.
Footnotes
Footnotes should be used sparingly. Number them consecutively throughout the article. Many word
processors can build footnotes into the text, and this feature may be used. Otherwise, please indicate
the position of footnotes in the text and list the footnotes themselves separately at the end of the
article. Do not include footnotes in the Reference list.
Artwork
Artwork, also known as figures, consists of camera-ready photographs, line drawings such as graphs
or illustrations, and combination art-combining line and photographic images. Authors must submit
as a CMYK (4 color EPS or TIFF file is preferred over a PDF format for the following reasons: EPS-
encapsulated post-script-is a vector-based file and not suitable for photos or combination art. File
submitted must be at 1000 dpi or higher. TIFF files (text to image file format) work bests for
photographs. Files submitted in this format must be 300 dpi or higher. TIFF files are not compressed
and cannot be expanded. Usually the image becomes grainy or jagged when enlarged. PDF files (Post-
script document format) cannot be changed/edited and should be submitted at 300 dpi or higher--
these do not reproduce as well as an EPS or TIFF file and are therefore not encouraged. All images
should be at least 5" wide.
WE CANNOT accept e-files of artwork created by desktop publishing programs such as Power Point®
or Excel®. Software such as Photoshop® and Illustrator® may be used in the creation of art. Gray
scale images should be at least 300 dpi and accompanied by a proof. Black and white line art needs to
be 1000 dpi, and color line art needs to be at least 500 dpi and accompanied by a proof. Combinations
of gray scale and line art should be at least 1000 dpi with a proof. Please include hardware and
software information, in addition to the file names, with the disk.
Electronic artwork
General points
• Make sure you use uniform lettering and sizing of your original artwork.
• Embed the used fonts if the application provides that option.
• Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman, Symbol, or
use fonts that look similar.
• Number the illustrations according to their sequence in the text.
• Use a logical naming convention for your artwork files.
• Provide captions to illustrations separately.
• Size the illustrations close to the desired dimensions of the published version.
• Submit each illustration as a separate file.
A detailed guide on electronic artwork is available.
You are urged to visit this site; some excerpts from the detailed information are given here.
Formats
If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint, Excel) then
please supply 'as is' in the native document format.
Regardless of the application used other than Microsoft Office, when your electronic artwork is
finalized, please 'Save as' or convert the images to one of the following formats (note the resolution
requirements for line drawings, halftones, and line/halftone combinations given below):
EPS (or PDF): Vector drawings, embed all used fonts.
TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi.
TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of 1000 dpi.
TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a minimum of
500 dpi.
Please do not:
• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these typically have a
low number of pixels and limited set of colors;
• Supply files that are too low in resolution;
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Color artwork
Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or PDF), or
MS Office files) and with the correct resolution. If, together with your accepted article, you submit
usable color figures then Elsevier will ensure, at no additional charge, that these figures will appear
in color online (e.g., ScienceDirect and other sites) regardless of whether or not these illustrations
are reproduced in color in the printed version. For color reproduction in print, you will receive
information regarding the costs from Elsevier after receipt of your accepted article. Please
indicate your preference for color: in print or online only. Further information on the preparation of
electronic artwork.
Illustration services
Elsevier's WebShop offers Illustration Services to authors preparing to submit a manuscript but
concerned about the quality of the images accompanying their article. Elsevier's expert illustrators
can produce scientific, technical and medical-style images, as well as a full range of charts, tables
and graphs. Image 'polishing' is also available, where our illustrators take your image(s) and improve
them to a professional standard. Please visit the website to find out more.
Figure captions
Ensure that each illustration has a caption. Supply captions separately, not attached to the figure. A
caption should comprise a brief title (not on the figure itself) and a description of the illustration. Keep
text in the illustrations themselves to a minimum but explain all symbols and abbreviations used.
Tables
Please submit tables as editable text and not as images. Tables can be placed either next to the
relevant text in the article, or on separate page(s) at the end. Number tables consecutively in
accordance with their appearance in the text and place any table notes below the table body. Be
sparing in the use of tables and ensure that the data presented in them do not duplicate results
described elsewhere in the article. Please avoid using vertical rules and shading in table cells.
References
Citation in text
Please ensure that every reference cited in the text is also present in the reference list (and vice
versa). Any references cited in the abstract must be given in full. Unpublished results and personal
communications are not recommended in the reference list, but may be mentioned in the text. If these
references are included in the reference list they should follow the standard reference style of the
journal and should include a substitution of the publication date with either 'Unpublished results' or
'Personal communication'. Citation of a reference as 'in press' implies that the item has been accepted
for publication.
Reference links
Increased discoverability of research and high quality peer review are ensured by online links to
the sources cited. In order to allow us to create links to abstracting and indexing services, such as
Scopus, CrossRef and PubMed, please ensure that data provided in the references are correct. Please
note that incorrect surnames, journal/book titles, publication year and pagination may prevent link
creation. When copying references, please be careful as they may already contain errors. Use of the
DOI is encouraged.
A DOI can be used to cite and link to electronic articles where an article is in-press and full citation
details are not yet known, but the article is available online. A DOI is guaranteed never to change,
so you can use it as a permanent link to any electronic article. An example of a citation using DOI
for an article not yet in an issue is: VanDecar J.C., Russo R.M., James D.E., Ambeh W.B., Franke M.
(2003). Aseismic continuation of the Lesser Antilles slab beneath northeastern Venezuela. Journal
of Geophysical Research, https://doi.org/10.1029/2001JB000884. Please note the format of such
citations should be in the same style as all other references in the paper.
Web references
As a minimum, the full URL should be given and the date when the reference was last accessed. Any
further information, if known (DOI, author names, dates, reference to a source publication, etc.),
should also be given. Web references can be listed separately (e.g., after the reference list) under a
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Data references
This journal encourages you to cite underlying or relevant datasets in your manuscript by citing them
in your text and including a data reference in your Reference List. Data references should include the
following elements: author name(s), dataset title, data repository, version (where available), year,
and global persistent identifier. Add [dataset] immediately before the reference so we can properly
identify it as a data reference. The [dataset] identifier will not appear in your published article.
References in a special issue
Please ensure that the words 'this issue' are added to any references in the list (and any citations in
the text) to other articles in the same Special Issue.
Reference management software
Most Elsevier journals have their reference template available in many of the most popular reference
management software products. These include all products that support Citation Style Language
styles, such as Mendeley and Zotero, as well as EndNote. Using the word processor plug-ins from
these products, authors only need to select the appropriate journal template when preparing their
article, after which citations and bibliographies will be automatically formatted in the journal's style.
If no template is yet available for this journal, please follow the format of the sample references and
citations as shown in this Guide.
Users of Mendeley Desktop can easily install the reference style for this journal by clicking the following
link:
http://open.mendeley.com/use-citation-style/geriatric-nursing
When preparing your manuscript, you will then be able to select this style using the Mendeley plug-
ins for Microsoft Word or LibreOffice.
Reference style
Text: Indicate references by (consecutive) superscript arabic numerals in the order in which they
appear in the text. The numerals are to be used outside periods and commas, inside colons and
semicolons. For further detail and examples you are referred to the AMA Manual of Style, A Guide for
Authors and Editors, Tenth Edition, ISBN 0-978-0-19-517633-9.
List: Number the references in the list in the order in which they appear in the text.
Examples:
Reference to a journal publication:
1. Van der Geer J, Hanraads JAJ, Lupton RA. The art of writing a scientific article. J Sci Commun.
2010;163:51–59.
Reference to a book:
2. Strunk W Jr, White EB. The Elements of Style. 4th ed. New York, NY: Longman; 2000.
Reference to a chapter in an edited book:
3. Mettam GR, Adams LB. How to prepare an electronic version of your article. In: Jones BS, Smith
RZ, eds. Introduction to the Electronic Age. New York, NY: E-Publishing Inc; 2009:281–304.
Reference to a website:
4. Cancer Research UK. Cancer statistics reports for the UK. http://www.cancerresearchuk.org/
aboutcancer/statistics/cancerstatsreport/; 2003 Accessed 13 March 2003.
Reference to a dataset:
[dataset] 5. Oguro, M, Imahiro, S, Saito, S, Nakashizuka, T. Mortality data for Japanese oak wilt
disease and surrounding forest compositions, Mendeley Data, v1; 2015. https://doi.org/10.17632/
xwj98nb39r.1.
Journal abbreviations source
Journal names should be abbreviated according to the List of Title Word Abbreviations.
Video
Elsevier accepts video material and animation sequences to support and enhance your scientific
research. Authors who have video or animation files that they wish to submit with their article are
strongly encouraged to include links to these within the body of the article. This can be done in the
same way as a figure or table by referring to the video or animation content and noting in the body
text where it should be placed. All submitted files should be properly labeled so that they directly
relate to the video file's content. . In order to ensure that your video or animation material is directly
usable, please provide the file in one of our recommended file formats with a preferred maximum
size of 150 MB per file, 1 GB in total. Video and animation files supplied will be published online in
the electronic version of your article in Elsevier Web products, including ScienceDirect. Please supply
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image. These will be used instead of standard icons and will personalize the link to your video data. For
more detailed instructions please visit our video instruction pages. Note: since video and animation
cannot be embedded in the print version of the journal, please provide text for both the electronic
and the print version for the portions of the article that refer to this content.
Supplementary material
Supplementary material such as applications, images and sound clips, can be published with your
article to enhance it. Submitted supplementary items are published exactly as they are received (Excel
or PowerPoint files will appear as such online). Please submit your material together with the article
and supply a concise, descriptive caption for each supplementary file. If you wish to make changes to
supplementary material during any stage of the process, please make sure to provide an updated file.
Do not annotate any corrections on a previous version. Please switch off the 'Track Changes' option
in Microsoft Office files as these will appear in the published version.
RESEARCH DATA
This journal encourages and enables you to share data that supports your research publication
where appropriate, and enables you to interlink the data with your published articles. Research data
refers to the results of observations or experimentation that validate research findings. To facilitate
reproducibility and data reuse, this journal also encourages you to share your software, code, models,
algorithms, protocols, methods and other useful materials related to the project.
Below are a number of ways in which you can associate data with your article or make a statement
about the availability of your data when submitting your manuscript. If you are sharing data in one of
these ways, you are encouraged to cite the data in your manuscript and reference list. Please refer to
the "References" section for more information about data citation. For more information on depositing,
sharing and using research data and other relevant research materials, visit the research data page.
Data linking
If you have made your research data available in a data repository, you can link your article directly to
the dataset. Elsevier collaborates with a number of repositories to link articles on ScienceDirect with
relevant repositories, giving readers access to underlying data that gives them a better understanding
of the research described.
There are different ways to link your datasets to your article. When available, you can directly link
your dataset to your article by providing the relevant information in the submission system. For more
information, visit the database linking page.
For supported data repositories a repository banner will automatically appear next to your published
article on ScienceDirect.
In addition, you can link to relevant data or entities through identifiers within the text of your
manuscript, using the following format: Database: xxxx (e.g., TAIR: AT1G01020; CCDC: 734053;
PDB: 1XFN).
Mendeley Data
This journal supports Mendeley Data, enabling you to deposit any research data (including raw and
processed data, video, code, software, algorithms, protocols, and methods) associated with your
manuscript in a free-to-use, open access repository. Before submitting your article, you can deposit
the relevant datasets to Mendeley Data. Please include the DOI of the deposited dataset(s) in your
main manuscript file. The datasets will be listed and directly accessible to readers next to your
published article online.
For more information, visit the Mendeley Data for journals page.
Data statement
To foster transparency, we encourage you to state the availability of your data in your submission.
This may be a requirement of your funding body or institution. If your data is unavailable to access
or unsuitable to post, you will have the opportunity to indicate why during the submission process,
for example by stating that the research data is confidential. The statement will appear with your
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AudioSlides
The journal encourages authors to create an AudioSlides presentation with their published article.
AudioSlides are brief, webinar-style presentations that are shown next to the online article on
ScienceDirect. This gives authors the opportunity to summarize their research in their own words
and to help readers understand what the paper is about. More information and examples are
available. Authors of this journal will automatically receive an invitation e-mail to create an AudioSlides
presentation after acceptance of their paper.
AFTER ACCEPTANCE
Online proof correction
Corresponding authors will receive an e-mail with a link to our online proofing system, allowing
annotation and correction of proofs online. The environment is similar to MS Word: in addition to
editing text, you can also comment on figures/tables and answer questions from the Copy Editor.
Web-based proofing provides a faster and less error-prone process by allowing you to directly type
your corrections, eliminating the potential introduction of errors.
If preferred, you can still choose to annotate and upload your edits on the PDF version. All instructions
for proofing will be given in the e-mail we send to authors, including alternative methods to the online
version and PDF.
We will do everything possible to get your article published quickly and accurately. Please use this
proof only for checking the typesetting, editing, completeness and correctness of the text, tables and
figures. Significant changes to the article as accepted for publication will only be considered at this
stage with permission from the Editor. It is important to ensure that all corrections are sent back
to us in one communication. Please check carefully before replying, as inclusion of any subsequent
corrections cannot be guaranteed. Proofreading is solely your responsibility.
Offprints
The corresponding author will, at no cost, receive a customized Share Link providing 50 days free
access to the final published version of the article on ScienceDirect. The Share Link can be used
for sharing the article via any communication channel, including email and social media. For an
extra charge, paper offprints can be ordered via the offprint order form which is sent once the
article is accepted for publication. Both corresponding and co-authors may order offprints at any
time via Elsevier's Webshop. Corresponding authors who have published their article open access do
not receive a Share Link as their final published version of the article is available open access on
ScienceDirect and can be shared through the article DOI link.
AUTHOR INQUIRIES
Visit the Elsevier Support Center to find the answers you need. Here you will find everything from
Frequently Asked Questions to ways to get in touch.
You can also check the status of your submitted article or find out when your accepted article will
be published.
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